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to make the most of your talents and techniques... 


A Most Significant “Signature” in Surgery 


This famous ‘‘Signature”’ identifies every instrument in the superb new 
line of surgical forceps created by V. Mueller. The “Signature” line is 
made in limited supply expressly for the surgeon who seeks the same 
perfection in his instruments as he seeks in himself. This great new line 
compromises neither with quality nor with mass production economies. 
We will be pleased to send our “‘Signature’’ brochure at your request. 


VMUELLER CO. 


Fine Surgical Instruments and Hospital Equipment Since 1895 


330 S. Honore STREET, CHICAGO 12, ILLINOIS DALLAS Houston e Los ANGELES MINY. 
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SAFE FOR TODAY’S MEDICATIONS... AND TOMORROW'S 


NO CAUTION LABEL NEEDED — Use it with any injectable medication...there is no danger 
of solvent action on the barrel. SAFE—B-D Control guarantees sterility, nontoxicity, non- 
pyrogenicity. ECONOMICAL —Disposability eliminates time-consuming, pre-use prepa- 
ration. PRECISE— Exclusive tip design reduces medication loss. 
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HANKS so much for requesting so many reprints of 
7 the earlier issues of STAPH NEWSLETTER. As you 

will note above, this is the sixth of a continuing series. 
We have replenished our supply and will be glad to send 
you individual ones or the complete set. Just let us know 
which you prefer. 


Did you know that the new Ninth Edition (1960) of 
“Control of Communicable Diseases in Man” now recom- 
mends standard regulations for prevention and control of 
hospital-acquired staph infections? Preventive measures 
emphasize Strict aseptic technics and close coordination of 
all hospital control activities through your own Infections 
Committee. Paragraphs on reporting known staph infec- 
tions to local public health authorities include, “2 or more 
concurrent cases on same hospital service or ward are to 
be regarded as an epidemic”. 

We do not have copies of this book but, if your library 
does not have it yet, it is available from the American 
Public Health Association, 1790 Broadway, New York 19, 
N.Y. (paper bound, $1; de luxe, $2.50). 


Until recently our mail brought frequent queries on the 
“why” and the “what-to-do” of controlling staph through 
disinfection of the environment. Now, more and more re- 
quests are for specific instructions on “how to” disinfect 
efficiently. 

So you'll be glad to hear that we have just completed a 
set of eight 3” x 9” “How-to-use” cards on O-syl®8—with 
specific dilution and timing recommendations. Individual 
cards cover: general environmental disinfection; tubercu- 
losis hygiene; disinfection of thermometers, of instruments, 
of catheters; disinfection in the operating room, in food 
service areas; and disinfection of blankets, linens, and dia- 
pers. Each card is hi.ndy for teaching and for posting. 
We'll be glad to send you as many sets of cards as you 
need—or, if you prefer multiple copies of one particular 
card, let us know when you write. 


Dr. Ralph Adams’ newest report on “Sterility in Operat- 
ing Rooms” appeared in the March, 1960, issue of Surgery, 
Gynecology and Obstetrics. “At the end of 12 months, 
there had been 2 clean wound infections in 800 cases, 0.25 
per cent.” Culture plate illustrations reconfirm his conten- 
tion that, “Sterility in operating rooms can be maintained 
solely by frequent repetition of bactericidal cleaning proc- 
esses (disinfectant-detergent plus mechanical), isolation 
by physical barriers from the rest of the hospital, and bac- 
teriologically protective coverage of surfaces which can- 
not be sterilized”. 

Lehn & Fink's Tergisyl® is the disinfectant-detergent 
used in this continuing study. Amphyl® disinfectant is used 
on all blankets. 


newsletter 


SIXTH OF A SERIES WITH SIGNIFICANT SUGGESTIONS FOR CONTROLLING CROSS INFECTION 


A review of bacterial endocarditis cases covering ten 
years (1949-1958) at the Bailey Thoracic Clinic in Phila- 
delphia revealed a significant increase in cases in the last 
5 years, and, even more significantly, an increase in mor- 
tality. With the staphylococcus having replaced Strepto- 
coccus viridans as the causative agent, the study by Lisan 
and his co-workers (American Heart Journal, page 184, 
February, 1960) indicates not only that “cardiac surgery 
predisposes the valves and endocardium to superimposed 
staphylococcal infection” but that “resistant strains of 
staphylococci found in hospitals apparently have a predis- 
position for the endocardium of postsurgical patients”. 


Have you seen the annotated bibliography on control of 
staph infections published in the American Journal of 
Nursing, December, 1959? As far as we know, it is the 
most comprehensive review of available articles made to 
date. Pertinent films and books are also mentioned. This 
bibliography could be very valuable to your Infections 
Control Committee. We have a limited number of them 
available and will be glad to send you one. Please write 
soon. 


The other day I used the word “sterilize” when talking 
to an O. R. Supervisor about L&F Instrument Germicide. 
Her immediate query was, “How can instruments be ‘steril- 
ized’ by chemical disinfection which does not kill spores?” 
Here’s how—Heat the L&F Germicide to the boiling point, 
immerse instruments for 20 minutes in the boiling germi- 
cide. This destroys resistant bacterial spores and viruses, 
including those of serum and infectious hepatitis. Of course, 
boiling water alone would not sterilize within any practical 
period of time, that is, in less than four hours. Boiling L&F 
Germicide sterilizes in 20 minutes. May we send you our 
new folder on this product? 


Lehn & Fink’s Amphyl®, O-syl®, and Lysol® disinfec- 
tants, Tergisyl® detergent-disinfectant, and Instrument Ger- 
micide are broad spectrum, nonselective synthetic phe- 
nolic compounds which are widely microbicidal, including 
staphylocidal, pseudomonacidal, fungicidal, and tubercu- 
locidal. 

If you have a baffling infection problem, why not dis- 
cuss it with us. Perhaps our technical advisors and fe 
search laboratories could help. And I, personally, would 
appreciate hearing from you. 


Charles F. Manz 
General Sales Manager 
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EASIER 
HOSPITAL 
THERAPY 
WITH 


ATARAX 


(brand of hydroxyzine) 


Special Advantages 


Parenteral form effective in 
minutes; pre-eminently safe. 


World-wide record of effectiveness—over 200 laboratory and 
clinical papers from 14 countries. 

Widest latitude of safety and flexibility—no serious adverse 
clinical reaction ever documented. 

Chemically distinct among tranquilizers—not a phenothiazine 
or a meprobamate. 

Added frontiers of usefulness—antihistaminic; mildly anti- 
arrhythmic; does not stimulate gastric secretion. 


Supportive Evidence 
“...the injectable form of [Atarax] deserves to be 


used extensively in hospital practice on account of its 
efficacy and... harmlessness.’”” 


Well tolerated by debilitated 
patients; does not impair 
mental acuity. . 


“... Seems to be the agent of choice in patients suffer- 
ing from removal disorientation, confusion, conversion 
hysteria and other psychoneurotic conditions occurring 
in old age.” 


Palatable syrup and 10 mg. 
CHILDRE tablet for easy dosage ad- 


justment. 


“Atarax also may be employed advantageously to reduce 
anxiety in children who become distressed when faced 
with unpleasant, fear-provoking situations such as diag- 
nostic tests in the hospital, painful treatments, dental 
work, and minor surgery.’”* 


Dosage: Adults, for tension and anxiety, one 25 mg. tablet, or 
one tbsp. syrup q.i.d. For severe emotional disturbances and 
sedation, one 100 mg. tablet b.i.d. For psychiatric and emo- 
tional emergencies, 25-50 mg. (1-2 cc.) 1.M., 3-4 times daily 
q. 4h. Children, for behavior disorders, 3-6 years, one 10 mg. 
tablet or one tsp. syrup t.i.d.; over 6 years, two 10 mg. tablets 
or two tsp. syrup, 10 mg. per tsp., t.i.d. Parenteral dosage for 
children under 12 not established. 


Supplied: Tiny 10 mg., 25 mg., and 100 mg. tablets, bottles 
of 100. Syrup, pint bottles. Parenteral Solution, 25 mg. per cc. 
in 10 cc. multiple-dose vials; 50 mg. per cc. in 2 cc. ampules. 
Prescription only. 


References: 1. Triboulet, F., et al.: Semaine hép. Paris 33: No. 
20 (May 30) 1957. 2. Smigel, J. O., et al.: J. Am. Geriatrics Soc. 
7:61 (Jan.) 1959. 3. Ayd, F. J., Jr: M. Arts & Sc. 11:54 (2nd 
Quarter) 1957. 


New York 17, N. Y. 
Division, Chas. Pfizer & Co., Inc. 
Science for the World’s Well-Being 
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Restrictions, 


THIS MONTH IN 


@ One possibility for the hospital of the fu- 
ture, says Chicago architect E. Todd 
Wheeler, is the drive-in hospital on the 
cover — which is particularly suited to 
crowded city sites. An external spiral 
ramp gives access to each room directly 
from the driveway, thus keeping all 
visitor traffic outside the hospital and 
removing the visitor load from all eleva- 
tors. For Mr. Wheeler's other ideas about 
the hospital of the future, see page 36. 


@ Students who elect additional operating- 
room experience at St. Lawrence Hos- 
pital School of Nursing are asked to 
evaluate themselves — their personal 
characteristics, their technical perform- 
ance, and their relationships with other 
surgery personnel and students. Joanne 
Michelson, R.N., clinical instructor, tells 
how the program works on page 75. 


@ The necessity for coordinated planning 
of medical facilities is the subject of a 
feature article by Ira J. Mills, commis- 
sioner of Pennsylvania’s Department of 
Public Welfare. He offers ten specific 
accomplishments achieved with coordi- 
nated planning to back up his argument 
that cooperative community-wide plan- 
ning of hospitals and related facilities 
will have to supplant one-sided indi- 
vidualistic concern. (Page 33.) 


@ An urgent need for better control of 
oxygen and orthopedic equipment re- 
sulted in taking responsibility for these 
items out of central supply and establish- 
ing a separate department for them at 
Spartanburg (S.C.) General Hospital. 
R. J. Maifeld, former assistant adminis- 
trator, tells how ‘Our O. and O. (oxygen 
and orthopedic) Department Solved a 
Problem” on page 87. 


@ The rise of hospital administration 
courses and the increased enrollment in 
them appears to reflect an urgent need 
to enrich and develop, in scope and 
depth, the educational preparation of all 
major groups in hospitals and related 
health facilities. Sister Mary Eugene's 
discussion of the future educational 
needs of medical record librarians ac- 
quaints the administrator with the 
changing role of the medical record 
librarian in the hospital. (Page 41.) 


BARDIC*-the most comprehensive, coordinated line of quality products 
for patient care .... convenient, too; saves many steps for the busy nurse 
--. Saves time and money— because each economical unit is ready for use 


INTEGRITY 


Cc. R. BARD, INC. 


Summit, New Jersey 


SINCE 1907 


For further information use postcard opposite page 128. HOSPITAL TOPICS 
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Antimalarials for 
Rheumatoid Arthritis 


Rheumatoid arthritis patients who 
do not respond satisfactorily to 
salicylates or whose disease is pro- 
gressive, may be helped by admin- 
istration of antimalarial drugs 
hydroxychloroquine — or chloro- 
quine. 


Arthur L. Scherbel, M.D., and 
J. W. Harrison, M.D., both of the 
department of rheumatic diseases, 
Cleveland Clinic Foundation, re- 
port that a salicylate, plus daily 
physical therapy, are sufficient for 
patients with early or non-pro- 
gressive disease who have moderate 
activity. “The antimalarials are ad- 
ministered if there is no response 
to salicylates. 


Since response to the antima- 
larials is sometimes slow, the doc- 
tors recommend that supplemen- 
tary small salicylates, 
steroids, or amine-oxidase inhibi- 
tors be administered at the same 
time. 


doses of 


To combat emotional instability 
and depression, iproniazid or a 
related compound was found use- 
ful on a temporary basis. Intra- 
articular injections of hydrocorti- 
sone were suggested for joints with 
thick formations and effusion. 


Junior May Have 
Dad's Ulcers 


Peptic ulcer in children should 
not be considered rare, in spite of 
ts relative infrequency, according 
to Alberto Ramirez Ramos, M.D., 
Joseph B. Kirsner, M.D., and Wal- 
ter L. Palmer, M.D., all of the 
University of Chicago. 

Since there are undoubtedly 
many children with the disease, 
the few cases which have been re- 
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Scanning the News 


corded cannot be considered a fair 
example. In many cases, the con- 
dition can be identified only by 
operation or biopsy. 


Symptoms in children are vague 
until puberty, when they begin to 
resemble those in adults, stated the 
doctors. 


Gnashing of Teeth 
A Real Headache 


Habitual grinding and clenching 
of the teeth, habits caused by ill- 
fitting dentures, missing back teeth, 
or malocclusion, may produce head 
pain, according to Dr. W. S. Mon- 
ica, New Jersey, dentist. 


Dr. Monica cites the case of a 
46-year-old patient who developed 
the habit of clenching and gritting 
her teeth alter having been fitted 
with a partial denture. She soon 
began complaining of headaches. 
Examinations by a neurologist re- 
vealed no organic disease, but a 
dental examination disclosed an 
imperfection in bite. 


After the denture was adjusted, 
the grinding habit soon disap- 
peared, and so did the headaches. 


Music Hath Charms—Not 
Always for Musicians 


Musicians — both professional and 
amateur — are subject to an entire 
series of ailments peculiar to their 
occupation, according to Louis 
Tulipan, M.D., emeritus clinical 
professor of dermatology, New York 
University. These ills may range 
from eczemas to wearing down of 
the teeth. 


Wind-instrument players are 
troubled with spasms of the tongue 
and muscles of the larynx. Certain 
woods used in the manufacture of 


“Many hands and many skills’ —the slogan 
of the recent national Hospital Week — is 
graphically illustrated as some of the many 
hands at (Hollywood) Presbyterian Hospital- 
Olmsted Memorial, Los Angeles, help in the 
construction of the hospital's new addition. 


instruments may forms of 
dermatitis; cocuswood, used in flute 
mouthpieces, sometimes — irritates 
the lips and causes eczemas or scaly 
patches. 


cause 


Excessive pressure on the keys 
by pianists may produce a loosen- 
ing of the nails of the left little 
finger and the right thumb. Bass 
viol players in jazz organizations 
are subject to a unique occupa- 
tional hazard — “bull-fiddle hand.” 
Jazz musicians play the instrument 
by striking the strings, and repeated 

(Continued on page 102) 
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NOW! 
QUICKER, MORE EFFECTIVE 
DECONTAMINATION! 


prevent 
epidemic 
staph... 
maintain 
hospital 
asepsis 


WAREXIN MODERN RAPID STERILIZING AGENT 


Immediate Room Reoccupancy! Warexin provides complete 
decontamination of floors, walls, furniture and linens within 
a few hours, unlike other 24-hour sterilizing agents. This 
means more efficient use of space, saving time and money. 


An effective deodorizing agent, Warexin oxidizes organic 
wastes. Non-irritating to hands, it will not stain or discolor. 


For complete decontamination...add 1 measureful of 
Warexin to 10 quarts of ordinary tap water. Adaptable to 
regular mopping or wet vacuuming. No rinsing necessary. 
Cost: only 10-12¢ per gallon! 


For further information use postcard opposite page 128. 


Clorpactin (a group of organic 

hypochlorous derivatives) to 
which buffers have been added 
for stability. Lethal to FUNGI, 
BACTERIA, VIRUSES, RESISTANT 
SPORES ... yet is non-toxic. 


MIX WITH ORDINARY TAP WATER 


FOR ADDITIONAL USES OF WAREXIN 
WRITE FOR COMPLETE BROCHURE 


RUBBER COMPAN 
PROVIDENCE 2.R.1 
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BEFORE AUTOCLAVING 


STERILE 
\suoves Yo 


@ NO GUESSWORK 
@ NO PENCIL MARK MISTAKES 


FOR SURGERY AND ALL OTHER DEPARTMENTS 
IT IS CLEAN - CRISP - WHITE - STRONGER 
SEALS - IDENTIFIES - GIVES SIZE - NUMBER AND 

CONDITION OF EVERY ASSEMBLED PACKAGE.  SELF- 
STICKING TO ANY WRAPPING MATERIAL. Key Dept. K-€0 


PROFESSIONAL TAPE CO., INC. 355 BURLINGTON RD. RIVERSIDE, ILLINOIS 
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NCG VAC P AK ss 8 « answers all needs for respiratory and suction thera; 


, Unprecedented progress in thoracic surgery has neces- Recognized authorities in hospital piping, NCG assy, AHA 

“| sitated specialized and improved vacuum procedures and an adequate system for proper administration of vacuyy, TO F 
equipment. In Operating Rooms, Recovery Rooms and For instance, NCG recommends that the vacuum drop ir 

4 Intensive Care areas, various degrees of vacuum are re- a piping system be not more than 4” of mercury and thy AHA 

a quired, and are now made available in compact assem- the minimum amount at the outlet be 15” of mercy, urgin 

ea blages that can be placed in strategic locations. This is more than needed for actual patient application, as th 

The NCG Vaepack illustrated here is an example of however, anything less may restrict the use of the systen Ur 

vacuum equipment arranged to provide complete suction and materially affect its capacity. For information api two t 

te ne therapy. This type of installation is very flexible and can expert counseling, contact your nearest NCG sales office type 

Bie be arranged to fit specific requirements. Phone or write today. ad 


REGULATED VACUUM. The NCG Suction Bottle Unit provides 
for regulated drainage of the oral cavity, trachea, etc. Vacuum level 
is maintained by the vacuum regulator between 0 and 200 mm of 
mercury. For special application of high vacuum by surgeons, 
suction units without regulator are available. 


INTERMITTENT VACUUM. The NCG Intermittent Vacuum 
Regulator provides controlled, safe drainage...ideal for deep 
drainage and implant in wounds. Exclusive automatic return to 
atmospheric pressure during “off’’ cycle allows back flow of fluid 
to flush out obstructions in catheter, helps prevent tissue occlusion. 


Tr > 


MICRO-LOW VACUUM. The NCG Water Manometer System 
permits adjustment of low vacuum levels with accuracy of degree 

Mit i and volume... precise control from 0 to 25 cm of water. And, it NATIONAL CYLINDER GAS 
es oa automatically operates as a safety valve. It will not exceed the de- , TRON | 
a sired vacuum level set. This is unerring vacuum control necessary DIVISION OF CHEMETRON CORPORATION QE 
for pleural drainage. 


840 N. Michigan Ave., Dept. 


Chicago 11, Illinois 
© 1960, CHEMETRON CORPORATION 
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AHA RECOMMENDS BLUE CROSS 
TO FEDERAL EMPLOYEES 


AHA board of trustees has passed a resolution 
urging federal employees to select Blue Cross 
as their health insurance. 


Under Federal Employee Health Benefit Act, 
two million employees during June will choose 
type of health coverage they want for themselves 
and their families. Choice will be mainly between 
one government-wide service benefit plan (Blue 
Cross and Blue Shield) and one government-wide 
indemnity benefit plan, but also among a number 
of other localized, employee-sponsored plans. 


AHA has never before recommended a particu- 
lar type of health insurance to a specific group of 
persons, pointed out President Russell A. Nelson, 
M.D. It does so now, he explained, because this is 
first time a large number of employees must indi- 
vidually select its own insurance. 


ANA REAFFIRMS SUPPORT OF 
FORAND-TYPE BILL 


American Nurses’ Association, at national conven- 
tion in Miami Beach May 2-6, reaffirmed its sup- 
port of Forand-type bill and urged closing of gaps 
which block 100 percent coverage of nurses under 
social security. 


Reflected in reports to house of delegates and in 
the decisions of 1,109 delegates, representing 
114,000 ANA members, was a growing ‘‘get 
tough” policy with those opposing ANA‘s official 
position on social, economic and educational 
issues, 


President Mathilda Scheuer, prior to her re- 
election to another two-year term, set the mood 
for this biennial when she admonished the dele- 
gates at opening of their first business meeting to 
"... dare to stand up and be heard on what we 
believe to be right for our patients and our nurses.”’ 
(See July issue for full report.) 


SHARP INCREASE IN RESEARCH 
MONEY SEEN FOLLOWING REPORT 


Sharp increase in federal appropriations for med- 
ical research—probably to well beyond half a 
billion dollars—is predicted following release of 
Jones report. 


Twelve-member committee headed by Chairman 
Boisfeuillet Jones, after spending nearly a year 
looking into federal participation in medical re- 
search, has issued report recommending annual 
appropriation of $664 million for National Insti- 
tutes of Health, an additional $50 million a year 
in grants for health research facilities construc- 
tion, and initiation of aid program to provide $60 
million annually for medical classroom expansion. 
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The $664 million includes $576.5 million for 
financing existing programs and $87.5 million for 
‘“‘new areas of emphasis,” of which $52 million 
would go to clinical research centers and remaining 
$35.5 million would be divided among private 
centers, medical library support, communications 
research and translation, instrumentation research, 
academic career incentives, and international 
medical research. 


Teaching hospitals, as well as two-year and 
four-year medical schools and schools of dentistry 
and public health, should get financial support for 
improvement and expansion of physical plants, 
committee says. 


Committee looks to total expenditures of $3 
billion for medical research by 1970, and thinks 
federal government should bear two-thirds of that 
cost. 


GUBSER INTRODUCES ANOTHER 
INSURANCE BILL FOR AGED 


Modified version of administration’s proposal for 
health-insurance coverage of older persons is 
called for in HR 12272, introduced by Rep. Charles 
S. Gubser (R., Calif.). 


It would have federal government share costs 
with states which chose to participate in providing 
hospitalization and surgical benefits to low-income 
citizens. It omits deductible and co-insurance 
features which Rep. Gubser criticizes in admin- 
istration plan, and would exclude, he says, ‘’the 


millionaires who would qualify under the Forand 
bill.”’ 


GOVERNMENT SEEKS RECOVERY OF COSTS 
IN NEGLIGENT THIRD-PARTY CASES 


Companion bills $.3547 and HR 12233 have been 
introduced by Sen. Harry F. Byrd (D., Va.) and 
Rep. C. E. Bennett (D., Fla.) to enable U.S. to 
recover millions it sp2nds annually for medical and 
hospital care in negligent third-party cases. 


Military personnel are involved primarily. Fed- 
eral government spends an estimated $10.5 million 
a year to hospitalize and care for soldiers and 
sailors injured in private automobile accidents. 


Neither Department of Defense nor PHS (which 
cares for injured merchant seamen and Coast 
Guardsmen) now has any legal authority to at- 
tempt to recover any of this cost either from a neg- 
ligent third party or from proceeds paid by that 
party to the injured person. 


4 JUNE 8-10 
6- 8 North Carolina Hospital Association, 
Morehead Biltmore Hotel, Morehead, 
N. C. 8-10 
6-10 AHA Institute, Food Purchasing, AHA 8-12 
Headquarters, Chicago F 
7- 8 Maine Hospital Association, Samoset 9-10 


Hotel, Rockland 


8 Connecticut Hospital Association, Con- 
necticut Light and Power Co., Berlin 


9-11 


Calendar of Meetings 


Canadian Federation of Biological So- 
cieties, University of Manitoba, Winni- 
peg, Canada 


North Carolina Hospital 
Fort Bragg 


Association, 


American College of Chest Physicians, 
Miami Beach, Fla.. 


American Geriatrics Society, Ameri- 
cana Hotel, Miami Beach, Fla. 
Endocrine Society, Eden Roc Hotel, 


Miami Beach, Fla. 


#2317 


HOLLISTER, MARY 


Dr. Bowman 


- 


INTAKE 


& OUTPUT | 


HOLD BREAKFAST | 


FOR SURGERY | 
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on BED SIGNS 


the LINE-0-VISION bea sign by Hollister | 


Here's a new kind of bed sign you can read with eye- 
level comfort in any location .. . high or low. Line- 
O-Vision’s new slanted slots make the difference. 
Mount the sign low on a footboard. Or turn it upside 
down and attach it high on a wall or door. Just stand 
and glance. That's all it takes to read the sign 


quickly, easily. 


Line-O-Vision’s distinctive design and varicolored 
reminder cards attract staff attention to important 
orders for patient care. 
write for free Line-O-Vision Bed Sign folder. 


For complete information, 


INCORPORATED 


| 


833 North Orleans Street 
Chicago 10, Illinois 


For further information use postcard opposite page 128. 


11-12 


11-16 


12-15 


13-15 


13-15 


13-17 


13-17 


13-17 


19-21 


19-24 


20-22 


20-24 


20-24 


21-23 


American Diabetes Association, 
ville Hotel, Miami Beach, Fla. 


American Society of X-Ray Technicians, 
Netherland Hilton Hotel, Cincinnaty 


American Association of Hospital Ag. 


countants, Reg | Institute, University 
of Washington, Seattle 


AHA Institute, Advanced Personnel 
Administration, AHA Headquarters, Chi- 
cago 


American Neurological Association, Ho- 
tel Statler, Boston 


Canadian Medical Association, Banff, 
Alberta, Canada 


International Congress of Clinical Path. 
ology, Madrid, Spain 


American Medical Association, 1960 
Annual Meeting, Auditorium, Miami 
Beach, Fla. 


AHA and AAMRL Institute for Medical 
Record Personnel, Sheraton-Johnson Ho- 
tel, Rapid City, S. Dak. 


Michigan Hospital Association, 
Palace Hotel, Traverse City 


Park 


American 
nologists, 
City 


Society of Medical Tech- 
Hotel Ambassador, Atlantic 


Mississippi Hospital Association, Hotel 
Buena Vista, Biloxi 


AHA Institute, Dietary Department Ad- 
ministration, Withcomb Hotel, San 
Francisco 


AHA Institute, Basic Hospital Pharmacy, 
Ohio State University, Columbus 


International Academy of Pathology, 
London, England 


26-July 2 American Physical Therapy Associa- 


27-29 


29-July 1 


18-22 


18-23 


22 


25-29 


AUGU 


1- 2 


1-5 


tion, Penn-Sheraton Hotel, Pittsburgh 


Comite des Hospitaux du Quebec, Pro- 
vincial Exhibition Grounds, Quebec 
City, Que., Canada 


AHA Institute, Nursing Home Ad- 
ministration, AHA Headquarters, Chi- 
cago 


American Goiter Association, Royal Col- 
lege of Surgeons, London, England 


AHA Institute, Methods Improvement, 
Hotel Sheraton Fontenelle, Omaha 


AHA Institute, Hospital Engineering, 
Biltmore Hotel, Los Angeles 


International Congress of Endocrinology, 
Copenhagen, Denmark 


American Society of Facial Plastic Sur 
gery, Hotel Elysee, New York City 


International Congress on Occupation- 
al Health, Waldorf Astoria Hotel, New 
York City 


ST 


AHA Institute, Safety and Insurance, 
Cosmopolitan Hotel, Denver. Colo. 


AHA Institute, Basic Hospita! nee 
University of Minnesota, Minneapolls 


(Continued on page |4) 
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CALENDAR OF MEETINGS 


7-10 


7-12 


7-12 


8-10 


8-1 


(Continued from page 12) 
American Society of Clinical Hypnosis, 
Miami, Fla. 


International Congress of Gerontology, 
San Francisco 


Gerontological Society, Mark Hopkins 
Hotel, San Francisco 


AHA Institute, Hospital Administration, 


Oklahoma Biltmore Hotel, Oklahoma 
City 
National Medical Association, Penn- 


Sheraton Hotel, Pittsburgh 


Mechanical tests show the RV-3 reaches an oxygen concentration 
of 100% — and HOLDS 100% even after oxygen is cut off. The 
Refrigomatic provides a humidity ranging from 40% to 100% 
PLUS fog. Cleaning is easy and fast with this unit permitting 
thorough disinfection from staph, etc. New stainless steel cabinet 
provides permanent beauty and easy care. Also available in 
durable baked enamel hammerloid finish. 


A DEMONSTRATION WILL PROVE 
REFRIGOMATIC’S SUPERIORITY 


14-19 American Society of Hospital Pharma- 
cists, Shoreham and  Sheraton-Park 
Hotels, Washington, D. C. 


14-19 American Pharmaceutical Association, 
Shoreham and Sheraton-Park Hotels, 
Washington, D.C. 


15-19 National Association of Boards of 
Pharmacy, Shoreham and Sheraton- 
Park Hotels, Washington, D.C. 


15-19 AHA and AAMRL Institute for Medical 
Record Personnel, AHA Headquarters 
and Lake Shore Motel, Chicago. 


21-26 American Association of Blood Banks, 
Jack Tar Hotel, San Francisco 


The BUNN 
Refrigomatic 
OXYGEN 
TENT 


Produces and holds true 
high concentrations 


Provides highest humidity 
Cleans completely in minutes 
Is Available in Stainless Steel 


THE JOHN BUWNN cCoRPORATION 


Manufacturers and Distributors of Specialized Hospital Equipment 
161 ASHLAND AVE. 


BUFFALO 22, N.Y. 


For further information use postcard opposite page 128. 


21-26 American Congress of Physical Medicine 
and Rehabilitation, Mayflower Hotel 
Washington, D.C. 


26-27 American Association for Hospital Plgn. 
ning, Federal Building and Clift Hotel 
San Francisco ; 


27 American Association of Hospital Con. 
sultants, San Francisco 

27-31 American College of Hospital Adminis. 

trators, Jack Tar Hotel, San Francisco 


29-September 1 American Association of Nurse 
Anesthetists, Civic Auditorium and 
Sheraton-Palace Hotel, San Francisco, 


29-September 1 American Hospital Association, 
Civic Auditorium and Jack Tar Hotel, 
San Francisco 


SEPTEMBER 


4-10 World Congress of Anesthesiologists, 
Toronto, Ont., Canada 


11-15. International College of Surgeons, 12th 
Congress, New York City 


12-13. Montana Hospital Association, Florence 
Hotel, Missoula 


12-16 AHA Institute, 
ministration, 


Nursing Service Ad- 
Lafayette Hotel, Buffalo 


15-22 World Medical Association, Berlin-Hil- 
ton Hotel, West Berlin, West Germany 


18-20 Colorado Hospital Association, Stanley 
Hotel, Estes Park 


18-25 European Congress of Cardiology, 


Rome, Italy 

22-24 West Virginia Hospital Association, 
White Sulphur Springs 

24-27 College of American Pathologists, 


Palmer House, Chicago 


24-Oct. 2 American Society of Clinical Patholo- 
gists, Palmer House, Chicago 


26-30 AHA Institute, Central Service Ad- 
ministration, AHA Headquarters, Chi- 
cago 


28-29 International College of Surgeons, U.S. 
and Canada Sections, Winnipeg, Man., 
Canada 


28-Oct. 5 Pan-Pacific Surgical Association, 8th 
Congress, Honolulu, Hawaii 


30-Oct. 1 American Medical Writers’ Associa: 
tion, Morrison Hotel, Chicago 


OCTOBER 


2-7 American Society of Anesthesiologists, 
Statler-Hilton Hotel, New York City 


2- 7 American Society of Plastic and Recon 
structive Surgery, Statler Hilton Hotel, 
Los Angeles 


4 Hospital Association of Rhode Island, 
Sheraton-Biltmore Hotel, Providence 


5- 7 AHA Institute, Hospital Laundry na 
agement and Operation, AHA Head- 
quarters, Chicago 


(Continued on pag: 16) 
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UTENSIL 


WASHER-SANITIZER 


Protects patients and personnel against cross 


contamination ~ - dependably and at /ess cost, 


Prevention of cross contamination from patient utensils is 
accomplished rapidly, automatically and at reduced cost with the 
new American Utensil Washer-Sanitizer. The powerful detergent 
wash, double rinse and steaming cycles are completed in 2214 
minutes... with no attention from nursing personnel other than 
loading and unloading. Three sets of utensils are processed in two 
loads. 

The American Utensil Washer-Sanitizer is economical to install 
and pleasant for nursing personnel to use. It assures uniformly 
high standards of cleaning and sanitizing by eliminating the 
possibility of human error . . . and, its modest cost is more than 
justified by the saving in personnel time alone. 


The American Utensil Washer- 
Sanitizer is available with clean- 
up counter or as the free-stand- 
ing unit shown above. 


For complete information on this improved utensil 
technique, write for bulletin SC-321-R. 


STERILIZER 


ERIE*PENNSYLVANIUA 


A M E R ] C A N World’s Largest Designer and Manufacturer of 


Sterilizers, Surgical Tables, Lights and 
related hospital equipment 


For further information use postcard opposite page 128. 
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CALENDAR OF MEETINGS 


(Continued from page 14) 


5- 8 American Academy for Cerebral Palsy, 


Penn-Sheraton Hotel, Pittsburgh 


- 8 American Association of Medical Clin- 


ics, New Orleans 


8 American Rhinologic Society, Belmont 
Hotel, Chicago 


9 American Otorhinologic Society for 
Plastic Surgery, Conrad Hilton Hotel, 
Chicago 


9-14 American Academy of Ophthalmology 


and Otolaryngology, Palmer House, 
Chicago 


The accuracy and performance of 
the Brown Electro-Dermatome 
can only be assured when genuine 
Zimmer Dermatome Blades are 
used. These blades, bearing the 
Zimmer @) trademark, are pre- 
cision-ground to maintain exacting 
skin-graft thicknesses. Each under- 
goes rigid quality control inspec- 
tion. 


10-12 Congress on Industrial Health, Hotel 
Charlotte, Charlotte, N. C. 


10-13 AHA Institute, Evening and Night Nurs- 
ing Service Administration, Pick-Roose- 
velt Hotel, Pittsburgh 


10-13. American Association of Medical Record 
Librarians, Olympia Hotel, Seattle 


10-14 National Federation of Licensed Prac- 
tical Nurses, Cole Hotel, Albuquerque, 
N. Mex. 


10-14 American College of Surgeons, Clinical 
Congress, San Francisco 


12-14 AHA Institute, Specialized Hospital 
Pharmacy, AHA Headquarters, Chicago 


The Brown Electro-Dermatome is 


a precision-engineered instrument 
manufactured and distributed ex- 
clusively by Zimmer in the United 
States and through authorized re- 
presentatives around the world. 
For trouble-free, exact operation 


use Genuine Zimmer Dermatome 
Blades. 


LOOK FOR THE TRADEMARK (@) 


ZIMMER MANUFACTURING COMPANY - WARSAW, INDIANA, U.S.A. 
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12-14 Maryland—District of Columbia—Delg. 
ware Hospital Association, Shoreham 
Hotel, Washington, D. C. 


12-14 Saskatchewan Hospital Association, 
Bessborough Hotel, Saskatoon, Sask. 


13-15 Academy of Psychosomatic Medicine, 
Benjamin Franklin Hotel, Philadelphia 


17-18 Idaho Hospital Association, Elks Lodge, 
Boise 


17-18 Oregon Hospital Association, Gearhart 
Hotel, Gearhart 


17-20 American Dental Association, Statler. 
Hilton Hotel, Los Angeles 


17-20 AHA Institute, Management Develop. 
ment, AHA Headquarters, Chicago 


17-20 American Academy of Pediatrics, Palmer 
House, Chicago 


17-22, American Surgical Trade Association, 
Morrison Hotel, Chicago 


18-21 American Dietetic Association, Sheraton 
Hotel, Cleveland 


18-21 American Nursing Home Association, 
Mayflower Hotel, Washington, D. C. 


19-20 Washington State Hospital Association, 
Davenport Hotel, Spokane 


20-21 Nebraska Hospital Association, Shera- 
ton-Fontenelle Hotel, Omaha 


21-25 American Heart Association, Jefferson 
Hotel, St. Louis 


24-26 Ontario Hospital Association, Royal York 
Hotel, Toronto 


24-28 California Hospital Association, Miro- 
mar and Biltmore Hotels, Santa Barbara 


24-28 AHA Institute, Medical Social Work in 
Hospitals, Bellerive Hotel, Kansas City 


25-26 South Dakota Catholic Hospital Asso- 
ciation, Masonic Temple, Mitchell 


25-27 Associated Hospitals of Manitoba, Royal 
Alexandra Hotel, Winnipeg, Man., 
Canada 


26-28 Association of State and Territorial 
Health Officers, Jack Tor Hotel, San 
Francisco 


30 American College of Osteopathic Hos- 
pital Administrators, Statler Hilton Ho- 
tel, Dallas, Tex. 


30-Nov. 4 American School Health Associa- 
tion, San Francisco 


31-Nov. 2 Association of American Medical 
Colleges, Diplomat Hote!, Hollywood 
Beach, Fla. 


31-Nov. 2 Association of Military Surgeons 
of the United States, Mayflower Hotel, 
Washington, D.C. 


31-Nov. 3. American Osteopathic Hospital As 
sociation, Statler Hilton Hotel, Dallas, 


Tex. 


31-Nov. 4 American Public Health Associa: 
tion, Civic Auditorium, San Francisco 
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BATHMATS 
BASSINET LINERS 
pads 


padding 
BEDSPREADS 


BLANKETS 
Bath 
Crib 
Ether 

CURTAINS 


curtain material 
DRAPERY MATERIAL 
LAUNDRY FELT 
LINEN MARKERS 
MATTRESS COVERS 
PIECE GOODS 

white and colored 
PILLOWS 
PILLOW CASES 
PILLOW COVERS 
SHOWER CURTAINS 


for All Hospital Textiles . . . 


SHEETS 
BED 
CRIB 
bleached 
unbleached 
percale 
contour 
SHEETING 
bleached 
unbleached 
jade green 
TAPE 


TABLE LINENS 
tablecloths 
napkins 
tray covers 

TICKING 

TOWELS 
terry 
huck 
absorbent 
kitchen 
name woven 

TOWELING 

UTILITY FABRICS 
drill 
twill 
duck 


WASH LOTHS 


NO 


: 


Whatever your needs—from a wash cloth to a bolt of drapery 
material—Carolina has it or can get it. Your textile problems are 
our business. 

More important, Carolina has in stock a complete selection of 
grades—from service weights to luxury items, unbleached muslin to 
percale—to meet your individual requirements, and vour budget! 

A Carolina representative will be glad to show you samples, help 
you in any possible way. 

Send for a complete Carolina catalog if you do not have one readily 
available—14-page section on textiles included. 


IMPORTANT: Carolina carries only branded merchandise—your guarantee of 
dependable uniformity. High tensile strength, long wearing characteristics 
are inherent in products bearing the maker's own name. 


Carolina Absorbent Cotton 0. 


(Division of Barnhardt Mfg. Co.) 
CHARLOTTE 1, NORTH CAROLINA 
quality products of cotton since 1900 
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Can See and 
Feel the Difference! 


ee the smooth finish of these Carolab cotton balls... 


Tl 


‘eel the firmness. too. This is virgin long-staple cotton, 
mecarcfully spun s0 that there are no nibs. no loose 


wispy ends. Carolab cotton balls are soft. vet with 


Bas! 
mproper density for greater absorbency. und 
tior 
“here is a complete range of sizes—tive to - 
age 
meet every need in the hospital... from hut 
nursery to accident ward, from pharmacy to 
] 
blood bank and laboratories. pol 
is | 
gCarolab cotton balls are economical. too. They pr 
. the 
. replace sponges in many hospital procedures the 
pu 
to provide improved technic as well as lower 
cost. You will tind Carolab is truly a better a 
ball at a lower price. sli 
or 
pe 
hi 
(ff 4 a 
FARE KE f 
super 2000 per case fc 
special 2000 special is same size as large l; 
large 2000, 4000 but is almost twice as dense a 
medium 4000, 8000 F 
small 8000 5 
rayon balls also available in the four larger sizes; same packing 
and price. é 
: 1 
( 
On request. a large sample case of the complete line 


ot Carolah surgical dressings will be delivered 
for inspection by OR, OB and CRS supertisors, 
purchasing agent or business manager, and othe) 
interested hospital personnel. 


pie 
Mu 


The Growing Dilemma 


We Recognize Needs of Aged; 

Must Find Best Way to Meet Them 

Basic economical and social factors can’t be brushed 
under the rug. In 1900, four percent of our popula- 
tion was aged 65 or over. Currently, the over-65 group 
comprises eight-and-one-half percent, and the percent- 
age is continuing to rise. This is a problem, and any 
human problem is going to become an economical, 
social and political program. 

It is not alone the total number of the aged, but the 
portion of the total population they represent that 
is the problem. If the retirement age goes down, the 
proportion will go up even more. Some 60 nations of 
the world have some public retirement system. When 
the figure reaches five or six percent of the total, 
public concern begins to develop. 

Not only has life expectancy been increased, but it 
has been increased at the age of 65. This increase is 
slight, but significant, because we need add only one 
or two years to make the entire period a dependency 
period, 

The aged are getting older all the time; and we 
have the young aged, the middle aged and the old 
aged, all presenting varying problems. 

The key problem is not only the increased life ex- 
pectancy, but the fact that it is longer for women than 
for men. There are many more widows in our popu- 
lation, and our protection is at jits weakest in this 
area in private means, industrial and commercial in- 
surance and Blue Cross. Twenty-five years ago, when 
social security was enacted, we had 8,000,000 in this 
category; today we have 15,000,000. 


In the interim, with the development of old-age 
and survivors benefit programs, the number of persons 
receiving old-age assistance remained static, even de- 
clined. The group getting social security, but having 
to apply for public assistance to meet medical bills, 
has widened at a steady rate. 


In the past 10 years, hospital costs have risen 100 
percent, and they will continue to rise. Needless to 
say, NO great rise in income is noted for the aged. 
There is « tendency to regard the aged as a stereotyped 
group, but there is a great difference in age itself, 
mcome, and physical capacity. A lot of older people 
are still working independently, such as the profes- 
sional and executive worker. The biggest group is 
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Tri-State Hospital Assembly 


. . Chicago, May 2 - 4 


covered by social security. There is a large group 
that has social security and also works. There is a 
retired group, the civil-service worker, the railroad 
worker, and others. 

Although we have 2,500,000 receiving public assist- 
ance, this approach is not an acceptable one to the 
American people. This is a very important point; in 
25 years experience 1 have heard many heated dis- 
cussions to the effect that if people need help, why 
don’t they go to the public welfare department and 
get it? People do not want public welfare, they do 
not want private charity, nor do they want to rely 
on their children. 


It’s another fact that the children don’t want it 
either. You may regard this as a decline in integrity 
or filial devotion, or whatever, but the fact remains 
that the reluctance between parents and children is 
increasingly mutual. This is one of the reasons behind 
the great public push to have the problem solved. 

When we consider such proposals as the Forand 
and Kennedy bills, we are derelict if we don’t look at 
several facts. The social security device has become 
integrated into the American way of life because it 
is contributory. The public likes small contributions 
as it goes along the way — it likes installment buying. 

If we were to let young people, for instance, decide 
whether or not they want to contribute, and they 
refuse, in the next 40 years or so, the general tax- 
payer will have to care for this group out of general 
revenue, so that we have to pay not only for ourselves 
but for the improvident. We can’t simply say, “I told 
you so” and turn away. This social conscience is the 
real essence of the social and political problem we 
face. 

It is dificult to understand those who oppose an 
extension of social security because it is compulsory. 
They don’t oppose compulsory education, compulsory 
unemployment insurance. 

Americans are the most insurance-minded people in 
the world, but of course those with the highest income 
carry the most insurance. Something new has to be 
added to the situation. A great many people coming 
into the aged group today lost everything in the de- 
pression, and never made a complete recovery. 

We have a new concept being sown in American 
thought. We have always assumed persons’ right to 


(Continued on next page) 


= 
19 


Wilbur J. Cohen, professor of public welfare administration, University 


of Michigan, Ann Arbor, addresses final general bly on probl 
of financing income and health needs of an aging population. 


TRI-STATE continued 


food, clothing and shelter. Now we are assuming 
they should have all the medical care they need and 
all the education they can rightfully utilize. If we are 
going to have more utilization of hospitals, if we want 
more nurses and more teachers, we are going to have 
to pay out more for medicine and education. There 
is no other way.— Wilbur J. Cohen, professor of 
public welfare administration, University of Michigan, 
Ann Arbor. 


Education 


Interest Grows in Education 

For Administration; Advances Seen 
Developments in administration in the rest of this 
century will contribute as much to our society, I be- 
lieve, as have the spectacular developments in tech- 
nology since the beginning of the century. 

The background for administration should be the 
broadest possible training in the liberal arts. Our 
aim must be not to teach students what they need to 
know but to prepare them for lifelong learning. 

There are four factors which account for increasing 
interest in education for administration: 

(1) The growth in importance of large organiza- 
tions, in all parts of our system. 

(2) The fact that in the last 25 years much tech- 
nical and scientific know-how relevant to the field of 
administration has been accumulated. 


(3) The remarkable, continuing growth of produc- 
tivity in our economy, which raises wages and salaries 
throughout the economy. If this growth continues 
for the next 75 years as it has for the last 75, we can 
expect our grandchildren to have a material level of 
living that is now enjoyed only by families with an 
income of $25,000 a year. 

In the field of administration, as costs of adminis- 
trators increase, we are trying to raise administrators’ 
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productivity to keep costs from going through the 
ceiling. 

(1) The general growth in the total level of educa. 
tion of all kinds. Today some 25 percent of all under. 
graduates in colleges are enrolled in schools of busi- 
ness. By and large, such schools have been offering the 
poorest kind of education, and it seems to attract the 
poorest quality of students. 

The recent Pearson-Gordon reports probably will 
play as big a part in the improvement of business 
education as the Flexner report played in the up. 
grading of medical education. The key pioneering 
work in improvement had already been done, but 
these reports will serve to call attention to problems, 

Pioneering work was done at the University of Chi- 
cago in the 20’s and at Harvard University in the 30's, 
In the 50’s a new surge of innovations took place at 
the Carnegie Institute of Technology, and toward the 
end of the 50’s there were great new surges at both 
Chicago and Harvard. — W. Allen Wallis, dean, Grad- 
uate School of Business, University of Chicago. 


Small Hospitals 


Accreditation Governed by 
Quality of Care, Not Size 


Accreditation depends upon the quality of patient 
care rendered, not upon the size of the hospital facil- 
ity. That small hospitals can be accredited is sub- 
stantiated by tabulations of accreditation applications 
for the year 1958: hospitals of 25 to 49 beds, 19.5 per- 
cent accredited; hospitals of 50 to 99 beds, 55 percent 
accredited. Although implementation of standards 
may vary, principles underlying those standards are 
the same regardless of hospital size. 

The commission’s inquiries are directed toward 
three aspects of the hospital scene: administration, 
medical staff, and nursing. 

Under the administration heading are placed such 
items as physical plant, governing body, and essential 
services which must be maintained. 


The physical plant usually has no difficulty meeting 
standards. Emergency lighting facilities must be pro- 
vided for operating, delivery, and emergency rooms, 
for the nursery, and in stairwells. 

The governing-body rules are the same as for the 
large hospital, but formal liaison may be more diff 
cult for the small plant because of close personal 
relationships. 

The essential services encompass the dietary depart- 
ment, which must be under the supervision of a 
trained dietitian, either full or part-time; the medical 
record department, which must keep records on every 
patient and maintain indexes according to disease, 
operation, and physician; the pharmacy or dug room, 
laboratories, both clinical and pathology, which may 
be under part-time supervision, but for which the 
responsibility must be firmly established; the : diology 
department, where x-ray apparatus for diagnosuc pro 
cedures must be provided, and the services of a pro 
fessional radiologist must be available for interpreta 
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tion of plates; the medical library, containing current 
journals and texts for ready reference; and the emer- 
vency service, Which must plan for the care of mass 
casualties, even if no emergency room is maintained. 

The medical staff is responsible for the quality of 
care rendered in the hospital, including selection of 
those recommended for staff appointment and hospital 
privileges, analysis of clinical work, and holding con- 
sultations. The staff must be formally organized, and 
the size of the hospital dictates the style of organiza- 
tion. Rules, regulations, and bylaws must be written 
and followed. 


There must be 24-hour graduate-nurse coverage in 
the hospital, regardless of size. In the small hospital 
it might be sufficient to have one graduate nurse on 
duty at night, with auxiliary help. Other nurses 
should be on call for operating and delivery rooms. 

Because a high quality of care is rendered in many 
small hospitals, the commission has an interest in 
helping them become accredited. — Martha Johnson, 
assistant to director, Joint Commission on Accredita- 
tion of Hospitals, Chicago. 


The Small Hospital 


A New Dietary Concept in 
Patient-Employee Feeding 

In 1958, our hospital received a Hill-Burton grant 
which permitted an addition including a suite of 
operating rooms, central supply, recovery room, kitch- 
en, employees’ dining-room, doctors’ dining-room, and 
a new elevator. 

A great deal of time was spent developing proper 
flow patterns for the kitchen. All foodstuffs are de- 
livered to the kitchen entrance via a special key- 
operated elevator used exclusively by the dietary de- 
partment. The dry stores are maintained in the dry 
storage area, and fresh meats, fruit and vegetables are 
kept in the adjacent walk-in icebox. 

For a 92-bed hospital we have a rather large deep 
freeze, the inside dimensions being 9’10” x 11°11”. 
This was specifically designed in view of the trend in 
prefabrication of meats and vegetables, and we feel 
the savings effected by storage of these items will be 
substantial. 

The flow is from left to right of the kitchen as you 
enter, with the raw food being taken into the cooks’ 
and bakers’ area, processed, and placed in the Thermo- 
duke serving cart. 

All equipment in the kitchen area is mounted on 
raised platforms, which are either completely sealed 
so that no dirt can get in behind them, or open and 
airy so that they can be properly maintained. There 
are no right-angle surfaces between the platform and 
floor. The walls are ceramic tile; heat and ventilation 
are incorporated in our Multizone ‘Trane Climate 
Changer. 


_We have cove lighting, rheostat-controlled daylight 
lighting, and white ceiling spotlights. There are 53 
light outlets in the employees’ dining area, providing 
a wide variety of pleasant lighting effects. The deco- 
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rator panel is covered with random-width weathered 
siding, and the surface lighted by three revolving col- 
ored lights which wash the panel. 

In the service area we have a slate floor, and a char- 
coal hearth which is attractive and functional, and 
from which the specialty of the day is prepared and 
served to employees. 

We do not believe in the selective menu for patients, 
but base our meals around a cyclical menu which is 
repeated every 30 days. Nutritionally, we are develop- 
ing a high-protein acid-ash diet with the necessary 
therapeutic modification as prescribed by the medical 
staff. 

A qualified dietitian or food supervisor visits every 
patient every day, and examines the residue which 
returns to the kitchen after every meal. It is much 
more effective to solve our eating problems by direct 
personal contact and attention rather than to provide 
an impersonal menu with a multiple choice of foods 
which the patient has usually forgotten about or lost 
interest in prior to the delivery of the tray the next 
day. We feed our problem eaters what they want, 
when they want it, and in the manner in which they 
like it prepared, as long as there is no conflict with 
the physician's orders. 

In designing our employees’ dining room it was our 
intent to create a “penthouse” type area unique in 
hospital facilities. The employee contributes to, or 
provides directly, the quality of service that our pa- 
tients receive, and a prime objective in the building 
program was to provide a serving and dining area that 
would express our sincere appreciation of, and belief 
in, his contribution to our successful patient care. — 
Lee W. Yothers, administrator, Ferguson-Droste-Fer- 
guson Hospital, Grand Rapids, Mich. 


Meeting the Medical Records 

Problem in the Small Hospital 

We repeatedly hear the question “Must medical rec- 
ords in small hospitals be kept to the same extent as 
they are in large hospitals?’ Since those of us em- 
ployed in small hospitals desire our patients’ records to 
be of the same grade as those in big hospitals, we are 
happy that the Joint Commission on Accreditation of 
Hospitals has made requirements for medical records 
uniform for hospitals of all sizes. 

Basically, medical record-keeping is standard pro- 
cedure; but wherever you go, you will need to adapt 
yourself to the same situation in a different manner. 

Administration can force employees to fall in line, 
but what of the medical staff? They have no objec- 
tion to the purchase of new books, or a new x-ray 
machine, but it’s a different story when they are asked 
to write pages of histories, physical examinations, oper- 
ative reports and progress notes. 

There should be a clear-cut understanding between 
the medical staff and hospital administration as to 
what is expected. This seems the biggest hurdle, and 
there must be unity in working toward this goal. If 
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members of the medical staff are in on the organiza- 


tion program when the medical records problem is: 


studied, they will understand the situation and be 
more willing to work with it. 

The rules and regulations of the medical staff by- 
laws should contain the medical record requirements 
for the staff. All staff members have signed the by- 
laws, indicating that they will be governed by them, 
but still enforcement is sometimes difficult. 


I have routinely included a count of the incomplete 
charts according to each doctor as a part of the statis- 
tical report for the staff meeting. After several months, 
I found the doctors were more anxious to learn where 
they stood on this totem pole than they were in know- 
ing the percentage of autopsies or the total number of 
operations. 

Three years ago, two amendments were added _ to 
the rules and regulations in an effort to curb con- 
tinued delinquency. It was stated that records should 
be completed, insofar as possible, within 10 to 15 days 
after discharge. If a doctor is delinquent, he is auto- 
matically suspended from admitting patients and must 
turn his emergency patients over to a member in good 
standing until his records have been completed. 


Our complete record is processed through various 
channels: the discharge analysis, the physician’s index, 
and the index for diseases and operations. This last 
indexing cannot be done until all diseases and opera- 
tions are coded. This is sometimes a rather difficult 
task, particularly if doctors are not inclined to use 
terminology as found in Standard Nomenclature. 


Someone without basic knowledge of anatomy and 
disease etiology will find it especially trying. Mrs. 
Jones, with a diagnosis of ruptured ectopic pregnancy, 
will be listed as an obstetrical patient by one, a gyne- 
cological patient by another, and surgical by still 
another. Or a 12-year-old boy with rheumatic fever 
will be listed under pediatrics one day and medicine 
another. 


If a small hospital cannot have a full-time medical 
records librarian, it should have a consultant or a 
part-time trained employee. But don’t think that be- 
cause your hospital is under 50 beds you can’t afford 
a full-time registered record librarian. If you can 
find one, latch onto her, because she will more than 
repay the hospital operation. —Luella T. Penner, 
R.R.L., Hudson (Wis.) Memorial Hospital. 


Should the Small Hospital 
Operate Its Own Laundry? 


Should small hospitals — those having between 75 and 
100 beds, or less — operate their own laundry? You 
probably expect me to be partial to the commercial 
laundry, because of my affiliation. I am partial, but 
only on the basis of common sense. About one-third 
of our hospitals, most of them small hospitals, send 
their laundry out, and do so for reasons of economy. 
The commercial laundry has a huge investment, must 
keep in operation as much as possible, and will offer 
services at cost, or less, becaus: they feel anything 


below the variable cost is helping pay for this fixed 
cost. The average laundry makes a profit of two to 
three percent — but not on small commercial accounts, 


In a hospital of 100 beds, 55 to 60 percent of its 
dollar goes for labor, and the laundry would ‘require 
five or six employees. Who would supervise these 
workers? Who knows what efficient laundry operation 
is, and whether or not it is fulfilling its proper work 
requirements? One supervisor told me she doesn’t 
know the first thing about a laundry. An administra- 
tor commented that he is completely uninstructed 
in laundry operation, and gives that department a wide 
berth. 


I have seen workers putting in all the supplies at 
the start of the washing operation, including two de- 
signed to counteract each other! Workers either 
become careless with supplies, or operate on the 
theory that if “x” amount of soap and other supplies 
is good, “y” amount is better. A salesman who comes 
in and tells the hospital he can save 10 percent on the 
cost of your supplies is usually right; all he has to do 
is get the formulas back to normal requirements! 


I have seen 16 flat-iron workers standing around 
waiting for laundry to come out of the wash room so 
they could get to work. Hiring, training and dealing 
with employees, filling in when they’re sick, dealing 
with rising labor costs — all these problems the com- 
mercial laundry must deal with, too, but they are their 
headache, not yours, and they are specialists. 


Steam is the most economical for laundry require- 
ments, operating at 35 hp at 100 pounds or more. 
You would need 500 to'675 gallons of water an hour, 
or 100 gallons a minute, delivered hot. The building 
overhead must include 2,000 square feet, well lighted 
and ventilated, with a floor support of 250 pounds per 
square foot, and a drain four to six inches to the 
main sewer. Machinery and overhead, an expense 
which is usually ignored, will run from 522,000 to 
$25,000, plus $5,000 to $6,000 for freight installation, 
repairs, parts, and insurance. There are also the 
indirect expenses of janitor service, supervisory per- 
sonnel, office and administration. 


If you send your laundry out, you will need more 
linen, especially if you now run your own laundry 
six or seven days a week. If you have an absolute 
linen inventory, it causes the biggest headache in your 
hospital laundry. If you operate your own laundry, 
you can handle emergencies better — in a small rush 
—but it still goes back to your inventory. If quick 
service is all-important, insist on it in your contract 
with the commercial laundry; you can get service 
daily, except weekends. — Elmer Strandbere, Joliet, 
Ill., assistant director, research and education, Ameri 
can Institute of Laundering. 


Nurse as Coordinator 


Nurse Coordinates Patient Care; 

Brings Isolated Orders into Sequence 
The nurse is the coordinator of patient-care {\nctions. 
This coordinating function is expected of her by 
everyone in the hospital — staff and patients — even 
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though no chart has delegated this particular function 
to the nurse. 

If a patient’s breakfast is delayed because the lab- 
orator) technician is coming at 9 o'clock, and then 
he is late, who is expected to do something about the 
cold coffee and food? If the window washer enters the 
room when an intern is giving the patient a physical 
examination, who is blamed? The nurse. 

She is expected to provide coordination within the 
care structure, within the cure structure, and between 
care and cure. The head nurse is expected to initiate 
action upward and sideways for care of the patient. 
And in the cure process she is the No. 2 person because 
she is right under the physician. 

The nursing department is an administrative arm 
because it “holds down the fort.” On the patient-care 
unit, many people involved in patient care come and 
go—but one group comes and stays for eight hours 
—the nurses. Nursing is the primary hospital depart- 
ment whose personnel are assigned to areas. They 
can't leave their posts just because their duties seem 
to be done; the area must be covered. Their mere 
presence creates obligations. 

The coordinating function of the nurse is one of 
bringing into an institutionalized sequence the various 
isolated orders given for care of the patient. She de- 
cides which orders take precedence, and makes a work 
sequence out of individual instructions. In many 
ways the head nurse is comparable to the first sergeant 
in the army. 

The nurse may encounter some problems in_per- 
forming her coordinating function because women 
in our society are not usually symbols of authority — 
unless they have gray hair. In other words, the woman 
who is the symbol of authority is the mother figure. 
Size has something to do with the air of authority; a 
200-Ib. nurse seems to have more authority than one 
of slender build. When a slim young nurse comes on 
the scene, especially if she happens to be pretty, doc- 
tors complain that the wheels don’t turn as smoothly 
any more. — Hans O. Mauksch, director, department 
of patient-care research, and chairman, social science 
department, schooi of nursing, Presbyterian-St. Luke's 
Hospital, Chicago. 


Language Barriers 


Barrier to Communication 

Is Guessing; Not Knowing 

From the point of view of the supervisor, “trouble- 
makers” are those who don’t follow orders, who don't 
listen well, and do poor work as a result. To fire such 
people is not the solution to the problem created. It 
may be a speaker/listener problem, in which case the 
source of trouble is in the communication process 
itself, 


Many of the barriers which cause breakdown may 
be attributed to the frequency with which we use 
Suesses is statements of fact. English grammar makes 
this easy, for a declarative statement such as “the 
apple is delicious,’ which is a guess or inference if 
merely based on observation, sounds as true as “the 
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British visitor Prof. Theedore E. Chester (center), University of Man- 


M h 


* ter, England, a guest at the ACHA luncheon, stopped 
to talk after that function with A. C. Kerlikowske, M.D. (I.), director, 
University of Michigan Hospital, Ann Arbor, and past president of Tri- 
State, and Roger B. Nelson, Dr. Kerlikowske’s associate administrator. 
Dr. Kerlikowske received the Michigan award of merit this year. 


apple is red,” a tact based on observation. When 
people act as if an inference is a fact, they are confi- 
dent, jump to conclusions, fail to check, and act ac- 
cording to their assumption. The long-held belief 
that the world was flat, and the statement that the 
Titanic was an unsinkable ship, are famous examples 
of this rule in action. 


Difficulties increase when people fail to size up 
what other people mean. Words are like maps; they 
merely signify objects, and are translated differently 
by different people. To avoid jumping to conclu- 
sions, we should ask ourselves and others for clarifica- 
tion. Language is a tool, and as such, has limitations. 
We can be aware of these by developing a persistently 
questioning attitude. — Park G. Burgess, assistant pro- 
fessor of speech, Northwestern University, Evanston, 


Ill. 


Planning 


More Planning Councils Needed 
To Face Problems of Future 


The U. S. Department of Commerce predicts that 
health facility construction will cost nearly a billion 
dollars in 1960. This is a far cry from the $63 million 
spent in 1920. This phenomenal rise in hospital 
expenditure has made planning problems more and 
more complex. 


In planning institutional care for a community 
or area, the planner is confronted with a double 
standard. The first is the need for hospital service; 
the other is the economic concept of effective demand 
for care. Finding the proper balance between the two 
requires a fine sense of discernment and a good deal 
of educated guessing. 

The original Hill-Burton act in 1946 provided for 
five categories of facilities. By 1954, concepts of pa- 
tient care had changed so much that Congress 
amended the Hill-Burton act to include nursing 
homes, rehabilitation centers, and diagnostic and 
treatment centers. These changes resulted largely from 
the realization that an aging population was going to 
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require not only more care, but different kinds of care 
than had been emphasized in the past. 

The rapid rise of the nursing home has gone far 
to change the character of chronic-disease care. There 
are now more than 25,000 nursing homes in opera- 
tion, with about one-half million patients. About one- 
third of the nursing homes are under medical super- 
vision and provide skilled nursing care. Licensing 
programs now in effect in most states are doing much 
to upgrade the level of care in these homes. 


The role of the general hospital is undergoing con- 
stant change. During recent years, the idea of the 
hospital as the community health center has crystal- 
lized, and communities have been encouraged to in- 
clude public-health units as a part of the general 
hospital. 

At the present time, there are 7.5 beds per 1,000 
population, and beds must be constructed annually 
to keep up with yearly population increases. The 
U. S. Public Health Service’s 10-year goal for the 
1960's proposes an additional increase of 0.2 beds per 
1,000 population annually, bringing the level of in- 
patient beds to 9.5 per 1,000 by 1970. 


The planning of a program of this size is a vast 
undertaking. Collection of pertinent facts is probably 
the most important single facet of effective planning. 
In recent years, the private hospital consultant has 
assembled facts and rendered judgments for individual 
hospitals. For broad area planning, however, a dif- 
ferent kind of organization is required. It should 
reflect community representation, and provide con- 
tinuous services. In the metropolitan areas where the 
hospital is not an independent entity but is affected 
by other hospitals in the area, the hospital council has 
become prominent. Existing hospital councils cover a 
variety of forms and functions, but may be broadly 
defined as voluntary associations of hospitals, or. of 
other organizations or persons, with a program di- 
rected toward better organization or planning of the 
hospitals in a definite area or community. 


At the present time, there are only 26 such plan- 
ning councils in the U. S. Many more are needed if 
progress is to be made in solving the problems now 
facing hospitals, particularly in urban and metropoli- 
tan areas. 

Organizational guide lines for hospital planning 
groups are needed for orderly and economical hospital 
growth. The group cannot be successful, however, 
without the confidence and cooperation of the hospi- 
tals concerned. If area planning is to be successful, 
some personal prerogatives must be sacrificed for the 
good of the community as a whole. Unless this is 
done voluntarily, hospitals are certain to face increas- 
ing public resistance to capital giving. 

The public has the right to know that its money is 
being spent in the most productive manner. A prop- 
erly qualified and responsible planning group is the 
only source from which this assurance can come. — 
Vane M. Hoge, M.D., assistant director, Washington 
Service Bureau, American Hospital Association. 


24 


Functional Purchasing 


Responsibility of Purchasing 

Agent in Materials Management 
Although purchasing spends the second largest por- 
tion of the hospital dollar, it is generally regarded as 
little more than a service activity. There is a need 
for a hospital-oriented acceptance and philosophy of a 
formal program of materials management and scien- 
tific procurement. 


Materials management consists of the planning, 
directing, controlling and coordinating of all activi- 
ties concerned with material and inventory require. 
ments, from the point of their inception through the 
point of their use. An accurate appraisal of specific 
requirements is needed, as well as coordination of 
plans and purchasing, including the aspect of delivery. 
Effective controls over procurement, material costs, 
use costs, inventories, and quality standards are 
implied. 

Since materials management embraces all depart- 
ments, mutual understanding and cooperation must be 
achieved. If purchasing tended to promote its func- 
tional interests in disregard of common objectives, the 
results would be unrealistic specification, single 
sources of supply, and arbitrary testing and qualifica- 
tion requirements. 

The most flexible and exacting method for measur- 
ing real purchase value as related to actual purchase 
cost is value analysis — the study of the function to be 
performed by a product or service. It should be 
followed by research to determine which type of 
product most adequately meets requirements and by 
investigation of available sources and comparison of 
total purchase cost. 

The purchasing department should be thought of 
as the logical and most effective agency for coordinat- 
ing the actions of others who share the responsibility 
for planning and controlling material and inventory 
requirements and for decision-making processes as 
they relate to specifications, standards, and value 
analysts. 

Every hospital should put in writing the policies 
and procedures used to administer the functions of 
the purchasing department. Departments within the 
hospital should be familiar with and adhere to these. 
The policies should include centralized purchasing 
with defined responsibilities for the management of 
materials and supplies. 

An adequate system of records and inventory control 
provides the history of what has been purchased and 
consumed, and a guide on which to base order quan- 
tities, product specification and cost of usage. Hospi- 
tal size will dictate the extent of accounting and in- 
ventory procedure to be used. A hospital of 50 or 
more beds usually benefits substantially by having a 
perpetual inventory system. Whatever the procedure 
followed, an adequate system is essential in hospitals 
whose expenditure for supplies and equipment ex 
ceeds $50,000 a year. Several principles usetu! for all 
situations are: 
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(1) Complete classification of departmental accounts. 
This requires analysis .of operations of the various 
departments. Product activity should be correlated 
to usage as it pertains to volume and cost. 


(2) Classification of inventory accounts. Items that 
hospitals normally carry in stock fall into natural 
dassifications according to type. Most hospitals, de- 
pending on their size and service functions, will main- 
tain stocks on about 3,000 items. To maintain control 
it is necessary to classify accounts according to related 
items. This will also provide a basis for more detailed 
cost analysis of types of expenses within the hospital. 
Month-end reports will provide a visual guide to types 
of expenses in each area. 

(3) Effective method of distribution of items from 
inventory to the ordering department. Accepted meth- 
ods of requesting supplies are the handwritten, the 
preprinted, and the traveling requisitions. The tray- 
eling requisition assures correct terminology and gives 
the ordering department a history of previous ordering 
amounts. It can be color-coded according to inventory 
classification to give the storeroom immediate stock 
location. 


Materials management logically and inevitably will 
be a major function in hospitals. It is a young and 
challenging aspect of hospital administration — and 
purchasing agents are in a better position than almost 
anyone in hospitals to understand and apply its prin- 
ciples. — Rex H. Gregor, purchasing agent, Rochester 
(Minn.) Methodist Hospital. 


Hospitals Today, Tomorrow 


Predicts Hospital's Rise 
As Teaching Institution 


In this day of higher, more complex education for 
personnel in virtually every field of endeavor, the 
hospital, too, will have to place more emphasis on 
teaching. It is time for the hospital not only to 
teach its own employees, but to provide broader edu- 
cation for the public at large. 


Some medical schools are now conducting experi- 
ments in education, whereby M.D. degree work is 
taught in conjunction with scientific work in areas 
that lead to bachelor’s and master’s degrees in other 
fields, the theory being that the medical school need 
not be totally divorced from other schools. If these 
experiments are successful from the point of view of 
learning, the educational role of the hospital will 
again be stepped up, and a formal program will be 
the logical result. 

An associate director of the hospital should be 
named director of education. This person should be 
trained, not so much in administration, but in fields 
of education. In sports, good players do not always 
make good coaches; likewise, the hospital administra- 
tor is not necessarily a good educator. In acquainting 
the community with the hospital, regular classes in 
hospital functions may be taught. In hospitals where 
suitable meeting space is available, the administrator 
or board might invite local organizations to hold 
their meetings in the hospital. 
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Participants in a program on the nurse’s role in open-heart surgery 
were (standing, |. to r.): Edith Reinke, R.N., Children’s Memorial Hos- 
pital, Chicago; Filomena Mangene, R.N., operating-room supervisor, 
VA Research Hospital, Chicago, and chairman, O.R. nurses’ section of 
Tri-State; Fannie Nofziger, R.N., operating-room supervisor, University 
of Illinois Hospital, Chicago; (seated) Ruth Gressitt, R.N., children’s 
operating room, Cook County Hospital, and Marion Murdock, R.N., 
University of Illinois Hospital. 


The phenomenal advances in medical science have 
far outstripped the equipment and methods used in 
most medical schools and hospitals. The day of the 
solo practitioner is rapidly passing, and there is a 
constant increase in the number of group practices. 
One-stop medical care, comprising all patient services, 
is the health-facility design of the future. The hos- 
pital will play an important part in the plan, since 
it is the logical place for these services to center. 

Education of the public to the hospital’s methods 
and advantages can be aided by all the personnel in 
the hospital, particularly the business-office personnel. 


The hospital accountant is the “fiscal officer’’ and 
should not merely be the bookkeeper. If he has not 
fully entered into the financial phase of the hospital's 
administration, it is his own fault, or that of his ad- 
ministrator. As the one person with his finger on the 
financial pulse of the hospital, he is in a position to 
show other departments that he is sincerely interested 
in the over-all functioning of the institution, and in 
the operations of the various departments individu- 
ally. He can become a helpful financial consultant. 


The business office has a gylden oportunity to make 
life-long triends of patients. Here the final arrange- 
ments for the hospital bill are made, and the patient, 
perhaps for the first time, is suddenly made aware of 
the fine print in his insurance contract. Just how 
diplomatically this delicate situation is handled may 
determine whether that patient leaves the hospital 
satisfied that his best interests were served, or goes 
forth to spread ill will. — Harry Panhorst, associate 
director, Washington University Clinics and Barnes 
Hospital Group, St. Louis. 


State Group Looks Ahead 


The Interest of a State Association 

In Introducing Methods Improvement 

Interest spearheaded by a methods-improvement com- 

mittee composed of hospital administrators, profes- 

sional industrial engineers, and fascinated members 
(Continued on page 100) 
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Association of Western Hospitals 


Proprietary Hospitals 


Accreditation, Good Service, Important 
For Tax-Paying Hospitals 

High standards are absolutely necessary for tax-pay- 
ing hospitals, faced as they are with rising criticism 
from both outsiders and colleagues in the field. There 
is nothing fundamentally wrong with making a profit; 
it is the “American way.” However, since hospitals 
have nothing to sell but service, they must make sure 
that they give full value to every patient. 


The tax-paying hospital must work to be accredited. 
It must hire only ethical doctors and competent per- 
sonnel who are well paid, well trained, and kept 
happy. It must keep its charges in line; to do this, 
it should keep a list of what services are charged for, 
so that distortion and misunderstandings will not 
arise, 

Most important, perhaps, someone should be hired 
to do public relations. ‘This field is neglected by tax- 
paying hospitals. Bad things will always get in the 
papers; good things won’t without help. If your hospi- 
tal can’t afford a full-time person on the staff, then a 
part-time employee should be hired, perhaps in Col- 
laboration with other hospitals in the community.— 
Marvin N. Rappaport, hospital consultant, North 
Hollywood, Calif. 


Indirect Control Key to Proper 

Governing of Proprietary Hospitals 

Since ultimate authority in proprietary hospitals lies 
with the owners, it is their responsibility to see that 
patients receive good medical care. Denial of un- 
limited powers to a doctor is not illegal, and a close 
watch on all staff members must be maintained. 
This must be done at a distance — indirectly — and 
is best accomplished by setting up a governing body 
to exercise indirect control. 

After the board is formed, it should set up a con- 
stitution and bylaws, an executive committee, and 
records, tissue, program, and other committees. These 
committees should meet once a month and make up 
formal reports for presentation to the governing body. 


On the basis of these reports, doctors can be 


checked as to competence and integrity. Danger sig- 
(1) unusually high death 


nals to watch for include: 
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rates for some doctors; (2) evidence of unnecessary 
surgery; (3) large postoperative infection rate; (4) 
low percentage of consultations; (5) postoperative 
deaths; (6) failure of a doctor to follow regular ad- 
mitting procedures; (7) lack of attendance at staff 
meetings. 

A doctor suspected of wrongdoing should be thor- 
oughly investigated by appropriate committees, called 
in for an explanation, given a formal hearing if 
necessary, and eventually cleared, suspended or not 
reappointed. — John L. Sundberg, administrator, 
Pacoima (Calif.) Memorial Lutheran Hospital. 


Complex Institution 


Hospital Today Is Business, Human, 
Medical, Social, Community Enterprise 
Today’s hospital is being challenged on the basis 
of administration. The public is satisfied with quality 
of medical care and has focused its concern on medi- 
cal merchandising or distributing. 


The hospital of today is a multi-purpose enter- 
prise forcing its administration to administer differ- 
ent sets of responsibilities. It does different things 
for each population group, and each of these groups 
measures the hospital’s success by how well its own 
particular purpose has been fulfilled. 


The hospital is a business enterprise, but the public 
thinks of it as a cross between a welfare worker and 
a bookkeeper. Since nonprofit is usually correlated 
with inefficiency, administration must convince the 

public of the hospital’s business efficiency. 


Administration must show the population that the 
hospital is a human enterprise. The industry is too 
large to underpay employees. The public won't 
tolerate this in the future and will eventually force 
hospitals into collective bargaining. 


The hospital must be treated as a medica! enter 
prise. The professional must be left free to use his 
judgment. Administration must channel the doctor's 
thinking and knowledge into administration so that 
he plays his rightful role in administrative decisions. 

The hospital is a social enterprise and admiinistra- 
tion must administer it as such. Soft-heartedness 
does not mean softheadedness—social responsibility 
can be reconciled with business responsibility. 
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Since a hospital is a creature of its Community, 
it is a community enterprise. Administration must 
find ways to force the community into adequate and 
proper hospital planning to obtain the best utiliza- 
tion and adequacy. — Ray E. Brown, president, Ameri- 
can College of Hospital Administrators, and superin- 
tendent, University of Chicago Clinics, Chicago, 


Hospital Not Welfare Agency 


Attacks Use of Aged, Handicapped 
Employees in Areas of Patient Care 

When you try to develop an effective retirement 
program for hospital employees, you are shocked 
by the cost. The same is true of disability programs. 
These costs are high because hospitals employ a 
large number of older persons and handicapped 
persons. The very presence of these groups makes 
hospitals vulnerable for attack by labor organizers. 
Lowest-paid workers are usually the targets. 


Hospitals assume that it is in the interest of public 
welfare to give these people jobs. This may be 
true — but it is probably bad patient care. Everyone 
in the hospital has his own impact on the patient. 
It is best for a patient to be served by someone who 
radiates health and joy of living. We do not get 
this impression from the aged and the infirm. 


I don't advocate that hospitals abandon all responsi- 
bility for the employment of physically handicapped, 
but I think such persons should be utilized in areas 
unrelated to patient care. Employment of the blind 
in the x-ray department, for example, can be of 
great value. 


Ray E. James E. 
Brown Ludilam 


James A. 
damilton 


Here is the five-point program I suggest: 

(1) Raise your minimum pay level so that it is not 
less than 115 percent of the current minimum-wage 
requirement in your state, whether you are subject to 
the minimum-wage requirement or not. This level 
should be increased again in not over two years to 
125 percent of the minimum scale. Obviously, this 
will cause an adjustment in the pay of some of your 
other workers whose wages are based on a differential 
with the lowest-paid workers. 

(2) Establish a rationalized set of standards for 
new hiring. Key points in this program include: 
(a) establish a maximum age limit, which except 
In special cases should not exceed 30 years; (b) hire 
only physically sound and mentally alert persons; 
(c) make a careful appraisal of the individual's atti- 
tude toward people and hospitals; (d) determine 
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New officers of the Association of Western Hospitals get together to 
formulate plans for the coming year. Shown are (I. to r.) Joseph L. 
Zem, administrator, St. Luke’s Hospital, San Francisco, president-elect; 
Clifton H. Linville, administrator, Fresno (Calif.) Community Hospital, 
treasurer; John Zenger, administrator, Utah Valley Hospital, Provo, 


president; Paul R. Hoff, administrator, B k Memorial Hospital, 
Pocatello, Idaho, and Sister Agnes of the Sacred Heart, administrator, 
St. Joseph’s Hospital, Burbank, Calif., vice-presidents; and Wesley G. 
Lamer, administrator, Physicians and Surgeons Hospital, Portland, Ore., 
i diate past president. Not pictured is vice-president Raymond 
Farwell, administrator, Swedish Hospital, Seattle, Wash. 


whether the individual is applying at the hospital 
because he or she can't get a job elsewhere; (e) hire 
an employee because he will be good for the patient. 
Do not take the cast-off from doctors’ offices or 
industry. 


(3) Establish a program for thorough physical ex- 
aminations, not only at the time of hiring but on an 
annual basis. The usual physical examination in 
a hospital includes a chest x-ray, a urinalysis, and a 
quick look by the intern to see whether the individual 
is still breathing. How do you know whether the 
applicant has a bad heart, a weak back, or other 
conditions which may affect his work in the hospital? 
The examination should include not only a complete 
history and physical examination but also an evalua- 
tion by the examining physician as to what work 
assignment can be performed by this individual. 


Don’t use interns or residents for this purpose— 
and don't rely on the volunteer services of your 
medical staff. This is strictly a business function 
and should be handled in a_ business-like manner. 
The best idea is to find some doctor on the staf€ 
who is willing to perform this service on a unit basis. 
The fee should not be great but should be sufficient 
so that you can call on him on an annual basis. 


There should be continued evaluation of an em- 
ployee’s ability to perform his job assignment. If 
he can no longer do the job, his job description 
must be revised. 

(4) Establish a fixed retirement age. The usual 
one is 65, although there is ordinarily an escape 
factor for key personnel. If you use this escape factor 
for other than exceptional situations, you have de- 
stroyed the value of your policy. For women, some- 
times 62 years is selected as the retirement age. 

(5) Gradually screen out your less qualified em- 
ployees. Turnover will take care of this in part, 
but if it doesn’t, you should take steps to eliminate 


(Continued on next page) 
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WESTERN HOSPITALS continued 


these persons gradually. You are running an insti- 
tution for patient care, not a welfare agency.—James 
E. Ludlam, attorney, California Hospital Association, 
Los Angeles. 


Predictions for Future 


Foresees Major Changes in Design, 
Doctor Shortage, Emphasis on Research 
The next 10 years will see more changes in hospital 
design and operation than have occurred in any 
previous decade. 

One major change in the hospital of the future 
will be in the actual design of the facility. In 
place of the traditional structure with its long corri- 
dors which force nurses and doctors to walk miles 
a day, there will be a circular building which has 
the patients’ rooms on the outside rim of the wheel 
and the nursing stations in the central core. Each 
room will be but a few steps from the nursing sta- 
tion. This new design is already proving its worth 
at the Valley Presbyterian Hospital in Van Nuys 
(Calif.) and a few other progressive hospitals through- 
out the nation. 

The hospital itself may be divided into units 
specifically designed to care for patients in the differ- 
ent stages of illness or convalescence which have al- 
ready been recognized in hospitals which have estab- 
lished programs for progressive patient care. These 
units would be designed for intensive care, general 
care, self care, rehabilitative care, and extended care. 

Because of the different degrees of attention re- 
quired in each stage, patients would be charged on 
a sliding scale according to the service they receive. 

I predict that an even greater percentage of the 
hospital dollar will go to salary; that there will be 
a shortage of doctors; that doctors will depend more 


ANNUAL 


CONVENTION 


“Of course | remember you! Your name is .. .” 
Reprinted from Thimk, Gold Medal Books, N. Y., 25c. 


and more on hospitals as a place for the practice 
of medicine, and will tend to concentrate on one 
hospital. I believe hospitals will be recognized as a 
public utility. 

Strong emphasis will be placed on communication 
and research. There will be a need in every hospital, 
moderate or large, for a person to do some basic 
research. 


The hospital, as a most complex business, will 
require a highly educated administrator who can 
provide intelligent leadership. — James A. Hamilton, 
director, course in hospital administration, School 
of Public Health, University of Minnesota, Minne. 
apolis. 


Hospitals Schizophrenic? 


Public Has Difficulty Understanding 
Business vs. Non-Business Roles 

Why, in the face of the wondrous accomplishments 
of hospital-based medicine in the last 30 years, is 
there a decreasing regard for the men and the institu- 
tions that made them possible? 


One reason for this mixed-up state of affairs is that 
hospitals are ambivalent about themselves. (I am 
tempted to say schizophrenic.) For example: Is a 
hospital a business or isn’t it? Are hospitals public 
services or aren’t they? Is it their primary mission to 
heal the sick, or is it to meet payrolls, pay bills, and 
balance their books? 


It is possible, in fact inevitable, to answer yes to 
each pair of questions. But no individual and no 
institution can project an ambivalent image ol itself 
and expect public acceptance. In many_ instances, 
that’s exactly what hospitals are doing. The result 
is an out-ol-focus double exposure. 


There’s nothing wrong in thinking of hospitals as 
business institutions as well as healing institutions. 
It cannot be avoided. Your annual payroll reaches 
$740 million, and your total annual expenditures are 
about $1.1 billion. This is very big business. The 
problem arises, however, when hospital administrators 
and trustees — who are running big businesses — refuse 
to be judged by business standards. You cannot have 
it both ways. 


Costs have risen for all products and services, and 
there has been no great storm of protest from the 
public. So why the uproar over hospital charges? 

The answer lies in the ambivalence I mentioned 
before — in the business versus non-business relation- 
ship. As a business you raise prices when your costs 
increase. The public can understand this. But then 
you claim exemption from other business obligations. 
The public is keenly aware that with all your price 
increases, your labor is among the poorest paid in the 
nation. This is—at the least — unbusinesslike, to say 
nothing of its effect on the quality of hospital care. 


You cannot claim the privileges of business opera- 
tion, and also claim legal and social exemptions from 
business obligations. 


Hospitals should operate in a businesslike manner 
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_—within limits — and these limits must be clearly de- 
fined in presenting the hospital story and the hospital 
image to the public that supports the hospitals. You 
have to tell the people exactly what you have done 
to control costs, why costs go up despite your efforts 
to control them, and why some costs cannot be lim- 
ited because to do so will hamper life-preserving 
advances. 

This is a tough job which cannot be accomplished 
by the use of glib slogans or public-relations gim- 
micks. I recently heard a speaker contend that we 
shouldn't complain about expenditures for medical 
care, because we spend as much on smoking and 
drinking. This widely-used argument annoys intelli- 
gent people. It erroneously compares the cost of 
items which can be postponed, reduced or eliminated 
with immediate, unpostponable, emergency expendi- 
tures to save life and preserve health. 


The possibility of anyone being hit suddenly by a 
thousand-dollar whiskey or cigar bill is unlikely. But 
the possibility of suddenly having to face a thousand- 
dollar medical and hospital bill is a constant, worri- 
some threat to millions of families. 


One of the most recent cure-all slogans is “reduce 
utilization.”” Assume that you are successful in cutting 
utilization 10 percent. How much money will you 
save? Your plant operations costs will remain almost 
the same. Your professional staff will not be materially 
touched. Your clerical, administrative, maintenance, 
and kitchen staffs remain at virtually the same level. 

You may save a few pennies per patient. On the 
other hand, by cutting down total bed-days of occu- 
pancy, you end up with an actual increase in the cost 
of a patient day. So reduction of utilization does not 
make sense as a cost-cutting device, but it makes fine 
sense if it results in an increase in the quality of 
service, because other staff members have fewer pa- 
tients and can thus give more time to each. 


This points up one of the public’s major complaints 
about hospitals. When General Motors and Ford 
increase the cost of their cars, they tell you that you 
are getting a more powerful engine, roomier seats, and 
greater driving comfort. The public wants to know 
what increase in quality of service accompanies in- 
creased hospital rates. 

Undoubtedly, there have been increases. But there 
have not been enough moves toward improved quality 
ata level apparent to the hospital-using public. Also, 
you haven’t told the public about the moves you have 
made. And, unfortunately, in too many hospitals not 
enough has been done to tell the public anything. 


Realistically, hospital costs cannot ve reduced easily 
—if at all. But they can and must be controlled. I 
believe that a major requirement for their control is 
the development of new patterns of hospital operation 
—community planning for hospitals and community 
use of hospitals. 


Hospitals will either accept community planning, 
community data processing, community research and 
training facilities, community utilization of high-cost 
equipment — or they will be forced to accept govern- 
ment control. 


JUNE, 1960 


If one artificial kidney machine or one cobalt ma- 
chine is enough to take care of the possible needs, 
then the community has the right to demand that 
only one machine be bought. And how about central- 
izing outpatient-department services? Joint purchas- 
ing has begun. But how about joint data and payroll 
processing? How about community training facilities 
—community research on the hospitals’ own prob- 
lems — the whole complex of community planning? 


Hospitals fear that community planning may mean 
the loss of their individuality. Physicians fear that it 
will cut down on opportunities to head services. But 
hospitals will have to share more equipment and staff 
and knowledge. Hospitals are going to change any- 
way — and will provide other opportunities for service 
and preferment. The hospital of tomorrow will be 
much more a center of research and teaching — the 
center of the total-treatment universe — for the ambu- 
latory paying outpatients as well as the inpatients and 
the indigent and low-income patients who now use 
outpatient clinics. — Martin E. Segal, president, The 
Martin E. Segal Co., consultants and actuaries, group 
health and welfare programs, San Francisco. 


Major Problems 


Costs, Blue Cross Reorganization 
Among Biggest Current Problems 


The same factors that have contributed to such great 
advances in the hospital field are responsible for the 
difficulties we face today. Our ability to recognize 
our problems and plan adequately for their solution 
will in large measure determine the future effective- 
ness of the voluntary hospital system in meeting the 
health needs of the people of our country. 


Dr. Russell A. Nelson, when he took office as presi- 
dent of the American Hospital Association last sum- 
mer, outlined five major problems which hospitals 
face: employee relations — unions — collective bargain- 
ing and strikes; nursing and nursing education; hos- 
pitals, physicians, and medical practice; hospital costs, 
Blue Cross, utilization and controls; and legislation 
—care of the retired aged — the Forand bill. He later 
added public relations and regional planning to the 
list. I would like to comment on some of these 
problems. 


Employee relations: Although we have been play- 
ing “catch up” on hospital salaries (salaries for some 
groups have increased 67 to 85 percent in the last 
10 years), the average hospital salary on an hourly 
basis is still approximately 40 percent below the pre- 
vailing wage average in the community. During the 
same period, the average work week dropped from 
about 49 hours per week to a little over 41. If per- 
sonnel practices are sound and fair, it does not appear 
that unionization, collective bargaining, and strikes 
will become general in hospitals. 


Nursing and nursing education: A committee on 
accreditation, including seven persons from the AHA 
and seven from the National League for Nursing, has 
been established by the NLN. It held its first meeting 


(Continued on page 44) 
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Problems arising from increased specialization trends 
and dramatic social and economic changes concerned 
over 3,000 hospital administrators and other health 
professionals at the 32nd annual Mid-West Hospital 
Association convention, Kansas City, Mo., April 27-29. 


Delegates trom approximately 800 hospitals in 
Arkansas, Colorado, Kansas, Missouri, Nebraska, Okla- 
homa, and Wyoming attended the three days of meet- 
ings. ‘Twelve allied groups held sectional meetings 
concurrently with the general sessions. 

Hospital costs and services, the government's role in 
financing patient care, and the need for interdepart- 
mental and interprofessional cooperation were topics 
repeatedly mentioned by convention speakers. 

Ways tor hospitals to hold down wasteful inflation 
were cited by Erwin L. Crosby, M.D., American Hos- 
pital Association executive director, and Ray E. 
Brown, University of Chicago Clinics superintendent. 
They advocated tighter management controls. 

Dr. Crosby decried the duplication of hospital facili- 
ties, equipment and services. With patient-care costs 
rocketing, hospitals must streamline administrative 
procedures, simplify work processes, and adopt other 
measures to increase efficiency without inflating costs, 
he said. 


Uniform systems of cost accounting and orderly 


Mid-West Hospital Association 


. . . Kansas City, April 27-29 


patterns of rates for various services will guide hos- 
pitals to a true picture of their expenses and ways to 
decrease them without reducing the quality of patient 
care, Mr. Brown stated. Control of superfluous and 
over-expensive care, automation, and group purchas- 
ing were named as methods some hospitals are adopt- 
ing to protect the patient’s dollar. 

Speaking at a sectional meeting, Vernon O. Tryg- 
stad, president, American Socicty of Hospital Phar- 
macists, and director, Veterans Administration 
pharmacy services, emphasized that hospital pharma- 
cists have an increasing responsibility to purchase and 
dispense drugs of high quality and appropriate 
strength and potency. He said this is especially im- 
portant when a hospital develops a formulary or the 
medical staff prescribes by generic name and relies on 
the professional judgment of the hospital pharmacist 
to select the drug. Thus, Mr. Trygstad concluded, 
physicians and pharmacists must work closely to- 
gether in this age of specialization. 

Hospitals must practice “preventive medicine” if 
they are to stamp out sources and spread of infection, 
Kenneth B. Babcock, M.D., director, Joint Commis- 
sion on Accreditation of Hospitals, stated during a 
panel discussion of small hospitals’ problems. It is 
not enough to control infections, he continued; they 
must be prevented or destroyed. 


Past, present, and future presidents of the Mid-West Hospital Associa- 
tion exchange congratulatory comments following their election. The 
officers are (1. to r.) past president Herbert A. Anderson, administrator, 
Lincoln (Neb.) General Hospital; president C. E. Copeland, adminis- 
trator, Missouri Baptist Hospital, St. Louis; and president-elect Carlos 
J. R. Smith, administrator, Helena (Ark.) Hospital. 
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Control of infection is every employee's business, 
added another panelist, Richard C. Leavitt, adminis- 
trator, St. Luke’s Hospital, Denver, Colo. He said all 
departments should be represented on the infection 
committee (or the technic committee —a label Dr. 
Babcock prefers because of its positive connotation). 

A third panelist, Sister M. de Paul, C.S.J., adminis- 
ator, Ponca City (Okla.) Hospital, pointed out that 
visitors often carry infection to the hospital, then 
join other citizens in criticizing the hospital if knowl- 
edge of an infection problem becomes public. Strict 
enforcement of “traffic rules,” especially in small hos- 
pitals, must be deftly handled or public relations 
problems arise, Sister de Paul said. 

Topics presents abstracts from three papers given 
at the Mid-West convention. 


Need to Coordinate Services 


Better Utilization of Personnel 
Basic to Nurse Staffing Pattern 


In the department of nursing service, the trend has 
been for increased employment of nurse’s aides, prac- 
tical nurses, and part-time graduate nurses. What 
nurses and administrators have to live with is that 
availability of personnel will of necessity determine 
the nursing-service staffing pattern. 

Solutions will be found through (1) improved ad- 
ministrative practices and procedures; (2) clear defi- 
nition of what constitutes adequate patient care; and 
(3) methods for increasing the utilization of personnel. 


A noticeable trend resulting from advances in mod- 
em medicine and expansion of hospital facilities is 
that of the specialized worker. Specialization has oc- 
curred within the department of nursing service as 
well as in the hospital at large. Today, we have ward 
clerks, unit managers, operating-room technicians, 
central supply room technicians, messengers, transport 
aides, oxygen therapists, psychiatric aides, etc. 

As the number of specialized workers increased in 
hospitals, a distinct change was evident in the gradu- 
ate nurse’s role. The hospital administrator and the 
physician clearly expected that the head nurse on a 
patient unit could be held responsible tor coordina- 
tion of selected patient and hospital services. These 
services may have to do with the patient’s medical 
plan of therapy, care and control of the environment, 
financial and general administrative controls, and 
personnel services. 

A distinctive feature of the nurse’s role in the hos- 
pital is that this role expands or contracts, depending 
upon the availability or usability of allied health- 
service personnel, 

Basic to utilization of nursing service personnel is 
recognition of the need to coordinate all patient serv- 
ces. It is my belief that we have spent all too much 
ume bemoaning what nurses shouldn’t be doing 
rather than positively stating that which we believe 


we should be doing! We have excused ourselves all 
too long. 


he pertinent fact, not the problem, is that a posi- 
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tive approach to staffing hospital departments of 
nursing service is basically one of better utilization of 
existing personnel resources. Steps in developing such 
a program are: 


1. Define the functions of the department of nurs- 
ing service in relation to all other hospital depart- 
ments. 


2. Identify the essential therapeutic and nonthera- 


peutic services to be provided. 


3. Evaluate the knowledge, judgment and skill of 
available groups of nursing-service personnel. 


4. Define the components of nursing care. 


5. Develop job specifications for workers with vary- 
ing competencies. 


6. Organize an inservice education program for all 
workers, including basic training for those employed 
without previous training. 


7. Establish an on-going program for supervision 
and evaluation of personnel. 


8. Organize personnel into a functioning unit to 
insure effective communication, delegation of respon- 
sibility, and supervisory relationships. — Eleanor C. 
Lambertsen, R.N., Ed. D., assistant secretary, Council 
on Professional Practice, and secretary, nursing com- 
mittee, American Hospital Association, Chicago. 


Vital Issues Confront Hospitals 


Blue Cross Relationship 
First Hospital Challenge 


Our number one challenge in the next few years is 
the strengthening of the Blue Cross-hospital bond. 
We must take care not to let Blue Cross, under pres- 
sure from state legislatures, state insurance depart- 
ments, or other political bodies, be forced into 
becoming a regulatory agency of the hospital. If this 
were to happen, it would set the stage for undermin- 
ing the voluntary hospital system as we know it today. 


Public inquiries and pressure from organized groups 
have indicated that controls of some sort are in the 
offing for hospitals, and have pointed out issues about 
which the public is suspicious — hospital costs and 
charges, hospital management methods, accounting 
procedures, purchasing policies, lack of community- 
wide planning, and alleged overutilization of hospital 
facilities by Blue Cross subscribers. 


Fear on the part of hospitals of controls by Blue 
Cross, either directly or indirectly, is but one of the 
strains testing Blue Cross-hospital relations. Others 
involve subscriber dissatisfaction as to the scope and 
variety of benefit patterns and hospital dissatisfaction 
as to reimbursement standards. 

Expansion in outpatient, diagnostic and rehabili- 
tation services will require new approaches to medical 
staff-hospital relations. To meet the growing demand 
for better and more comprehensive medical care, 
better organization will be required of staff physicians 


' (Continued on next page) 
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MID-WEST HOSPITALS continued 


to develop patterns for improved 24-hour patient 
coverage; for providing a wider range of services in 
outpatient clinics, rehabilitation units, nursing homes 
and related facilities; and for better regional planning 
for hospital services. 


Hospitals recognize the tremendous problems faced 
by the retired aged in obtaining and paying for health 
and medical care at a time when their need is great 
and their financial resources limited. 


Nursing homes are central to the solution of prob- 
lems in caring for the aged. It may be that there is 
need for a stronger program of federal financial assist- 
ance in building superior nonprofit nursing-home 
facilities, with special emphasis on nonprofit nursing 
homes incorporated into or affiliated with our gen- 
eral hospitals. We in hospitals should encourage this 
development and take greater responsibility for stand- 
ards of nursing-home care. 


Two fundamental issues are at stake in the contro- 
versy over financing the health care of the aged. One 
is the voluntary versus the compulsory (federal) in- 
surance mechanism. The other is that of central 
control versus local responsibility. Our hospitals favor 
the voluntary and local approach. 


While two-thirds of the hospital dollar is expended 
in wages, hospitals in general lag behind others in 
pay standards and employee benefits. The fact that 
we vigorously oppose collective bargaining by groups 
of hospital employees imposes upon us a greater 
responsibility to see to it that the lot of the hospital 
employee is improved, that his paycheck is brought 
up to community standards, and that his conditions 
of employment become such that he can take pride 
in his association with a hospital. 

The increased complexity of the modern hospital 
and the changes that are taking place in the means of 
providing health care have come about so raprdly 
that public awareness of them has lagged. 


Many of the problems facing hospitals are basic 
issues, crucial to the future of the voluntary hospital 
system. It is a fundamental tenet of the democratic 
concept that, armed with proper understanding, the 
majority will come to a wise decision. It is our job 
to see that this proper understanding is reached. — 
Russell A. Nelson, M.D., president, American Hospi- 
tal Association, and administrator, Johns Hopkins 
Hospital, Baltimore, Md. 


Social Changes Affect Hospitals 


Cooperation Necessary in 
Re-Evaluating Patient Care 


Interpersonal relations are strongly conditioned by 
the social systems in which they are shared. Knowl- 
edge of these systems (organizations or institutions) is 
essential to understanding the relationships of per- 
sons within them. 


Social trends produce modifications of the systems 
that serve the interests of health. Such changes are 
under way and, whether they mean progress or not, 


people and institutions have to keep pace with them, 


It will be sufficient to cite only some major ip. 
stances of current social change that seriously affect 
hospitals, where most personnel cope with problems 
of interpersonal relations. General trends in the 
social order that may have an indirect effect include: 
(1) population mobility; (2) general sophistication; 
(3) commercialization of the professions; (4) shifts in 
age composition and disease prevalence; (5) change 
from a religio-philosophical to a scientific orientation 
to life’s issues; (6) growth and spread of organized 
pressure groups. 


Some special changes affecting hospitals and arising 
within the institutions themselves are: (1) the tre- 
mendous expansion of medical equipment; (2) the 
growth of institutionalized medical care; (3) the 
rapid rise of medical and paramedical specialties in 
varied types of patient care; (4) a broadening per- 
spective on medical care or what should go into good 
patient care; (5) the rapid, almost sensational, growth 
of prepayment plans, group medical practice, and the 
involvement of the federal government in medical 
provisions. 


Amid such a flux of trends, is it any wonder that 
the health professional, caught within the cross-cur- 
rents, should show serious concern for whatever can 
be learned and utilized from any source about how 
personnel and patients relate to one another in the 
therapeutic situation? 


Frankly, who are we to decide what constitutes 
better patient care? And who should make this deci- 
sion anyway? Are you willing to have the physician 
in charge of the patient the sole authority? If I'm 
the patient, I am not. Let me hasten to say that I 
wouldn't be wise to rest the issue of better care on 
the decision of the patient, even when I happen to 
be the patient! Is the nearest relative competent to 
decide, especially if he has legal authority and if he 
is footing the bill? Would you trust the hospital 
administrator to appraise the patient’s position and 
pronounce on “better patient care”? Would you turn 
to the medical social worker? Would you trust the 
pathologist? 


How can we tell each other how to get cooperation 
when we haven't specified clearly the objective for 
which we would cooperate and can’t even agree on 
who is competent to decide the matter for us? 


It could be that our main mistake is to assume that 
in our complex and highly specialized health services 
any single professional group can be competent to 
take sole responsibility for final pronouncements on 
what constitutes so complicated an objective as better 
patient care. This may be the kind of decision that 
has to grow out of a synthesis of the combined and 
continuous thinking and working together of all the 
professionals engaged in the tasks of improved health, 
not omitting, of course, the say of the patient in- 
volved and his closest of kin. 


To me, the first and foremost proposal is that the 


(Continued on page 40) 


HOSPITAL TOPICS 


Cor 
of. 


194 


. me 
for 
an 
In 
bu 
ne 
ou 
4 
t 
h 
tl 
d 
( 
t 
{ 
32 


The Need for Planning 


Coordinated Medical Facilities 


By Ira J. 


Coordinated hospital planning — which is the process 
of developing goals in order to meet a community's 
need for adequate, up-to-date hospitals and related 
medical facilities —is not a new idea. As early as 
1949 an attempt was made to induce two applicants 
for Hill-Burton funds to consolidate their facilities 
and finances and construct one large modern facility. 
In this case, the boards of both hospitals were agreed, 
but the medical staffs were not. 


And therein lies the crux of the whole planning 
problem. Jndividual community pride makes coordi- 
nation hard to implement. Each community wants its 
own hospital, and each hospital wants tts own com- 
plete services. 


No one doubts that hospitals should be tailored 
to the community they are to serve. But establishing 
health-facilities goals is not as simple a task as one 
might suppose. The unknowns are far more numerous 
than the knowns. Planning for such facilities is made 
dificult by the inability to define specific service areas. 
—THE HOSPITAL AND PREVENTIVE MEDICINE 
Of all organized health services in American life, 
the largest and strongest is probably represented by 
the general hospital. The greatest fraction of the 
“health service dollar” is spent on hospital care, con- 
stituting about 33 percent of all health expenditures 
and almost two percent of our national income. 


The hospital is move widely identified as the focal 
point of health service than is any other agency or 
health program. And the trend in hospital planning 
is toward the assumption of complete services by the 
general hospital, thereby reducing the need for the 
specialized hospital. 

The value of expanding preventive services in hos- 
pitals has been emphasized by several authors, and 
In 1953 the Eighth International Hospital Congress 
was devoted to the topic, “Preventive Medicine as a 
Function of the Hospital,” with particular attention 
paid to the important role of the outpatient depart- 
ment. Many inpatient admissions and readmissions 
to hospitals could be avoided by planning proper and 
adequate services in outpatient departments and home 
care programs. 


*Commissi Othice of ¢ al i 

veneral and Special Hospitals, Department of 
Public Harrisburg, Pa. 
JUNE, 1960 


Mills * 


Currently hospitals are practicing various types of 
preventive medicine, such as: routine chest x-rays on 
all hospital admissions; instructions from the dietitian 
to patients with dietary problems before discharge; 
instructions to others in maternity departments, etc. 

This is a far cry from the situation of 60 or more 

years ago when the hospital was looked upon as a 
place to go only as a last resort. Achievements in 
public health and medical care have changed disease 
patterns and freed hospital beds which not so long 
ago were occupied by patients with long-term condi- 
tions. In the lifetime of most of us the average length 
of patient stay has been reduced from 28 days to seven 
or eight days. 
THE NEED FOR COORDINATION 
The increase in improved medical technics and pro- 
cedures makes mandatory a more complex and, in 
many instances, a more costly hospital design and 
operation. In planning these facilities and developing 
services, the needs of the patient should be foremost, 
especially in considering the ratio of inpatient to out- 
patient and nursing-home facilities and services. 


The community can be saved considerable money 
by proper planning in this respect. Too long the 
different types of medical-care facilities have operated 
independently of one another. ‘They should be 
planned as an orderly chain of services that can be 
effective and efficient in the care and treatment of 
patients and in restoring them to as full a life as 
possible. Early and proper care and preveation will 
save months and possibly years in the care of chronic 
and mental patients. 


And yet the recent report. of the Pennsylvania 
Economy League on a study for the Hospital Council 
of Western Pennsylvania has this to say: “A survey 
conducted in 25 Allegheny County hospitals reveals 
that hospital planning is strictly individualistic and 
in no sense community-wide or community-oriented.” 

Our own experience tells us sadly enough that this 
is true statewide and not confined only to Allegheny 
county. 


THE STATE AGENCY 


Increased requests for new hospitals and hospital 
expansion show the time is now ripe for the state 


(Continued on next page) 
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COORDINATED FACILITIES continued 


agency to take the lead in coordinating hospital plan- 
ning, not only for construction, but for services and 
programs as well. Local community planning bodies 
should be established to aid the state agency in 
proper planning programs. 

Communities differ in their needs, and this must 
be recognized in statewide planning. It is either poor 
planning or no planning at all to spend $20,000 for 
construction of a general hospital bed if a nursing 
home bed (costing half as much) is the accommoda- 
tion really needed. 


Afhliation with other hospitals and with medical 
centers for certain services should be recognized. For 
instance, a recently constructed hospital facility of 
100 beds provided services for 50 general and 50 
chronic beds. The wisdom of such planning remains 
to be seen; a completely new 400-bed nursing-home 
facility built a few years ago which provided 200 resi- 
dential beds and 200 patient beds in less than two 
years had a waiting list for patient beds and had 
80 empty beds on the residential side. 


Should every obsolete hospital within the city be 
perpetuated, or should some move out to surrounding 
suburban areas? Three in Philadelphia and one in 
Pittsburgh are moving completely out of the city. 
Should hospitals in the larger cities become medical 
centers with satellite hospitals in suburban areas? 


Proper planning for medical facilities should in- 
clude provisions for improving the care given in 
nursing homes so as to furnish more adequate nursing 
care and rehabilitation services. From my experience 
with nursing homes, I am sure that some patients are 
merely languishing there who could be benefited by 
rehabilitation care and treatment. And too, maintain- 
mg nursing-home units as additions to general hospi- 
tals rather than separate units in a community would 
save in duplication of laundry, dietary, laboratory, 
x-ray, and power and utility facilities, as well as en- 
suring a better continuity of care. 


The general hospital in the immediate future will 
be a center for health, the purveyor of preventive, 
curative and rehabilitative services to the long-term 
patient as well as the short-term one, to the ambula- 
tory as well as the non-ambulant. It will be a teach- 
ing institution for medical and paramedical skills, 
and a center for research. In addition, it will educate 
the public as to the services rendered and the place 
of the hospital in the community. 


In discussing a new hospital with a prospective 
applicant, a function of the state agency is to point 
out the many ramifications of hospital operation. 
Too many prospective incorporators think only of 
construction. They must be advised of the cost of 
operation; they must be informed that 35 to 40 per- 
cent of the construction cost will be needed each year 
for operations. 


They must be told of the need for personnel —a 
need in which the demand far exceeds the supply — 
which can often be obtained only by offering higher 
salaries to those already employed in existing hospitals. 
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They must be advised of the need for qualified medi. 
cal staff in the several specialties. I believe the un- 
availability of qualified professional personne! is the 
strongest point for expanding an existing facility 
rather than constructing an additional one. 


Other questions to be considered by the state 
agency and the applicant — is extensive patient stay 
causing a false need for beds? If earlier discharge 
were practiced would the institution have sufficient 
beds? And would the taxpayers of the community 
save considerable money thereby? Are there sufficient 
beds in hospital service area, although the particular 
hospital may be crowded? 


COMMUNITY TAKES OVER 


Whether hospitals like it or not, community planning 
goes on whenever the people in a community think 
they have a need and decide to do something about it. 
Many times a new hospital arises in a community 
due to the failure of the existing hospital trustees and 
administrators to take the lead in hospital planning; 
instead, citizen committees have come forward and 
taken into their own hands the development and 
financing of such facilities and services. In this type 
of community planning the existing hospitals receive 
no benefit from the fund-raising campaigns, and all 
the money applies to the construction of a new facility. 


In their own interest, and for their own protection, 
hospitals should be prepared to undertake community 
planning as one of their responsibilities. But they 
run instead to the state agency to complain that a 
certain proposed new hospital should not be approved 
or granted Hill-Burton money. As an example, we 
have one such case right now. The new group has 
raised the money and applied for Hill-Burton funds. 
The existing hospital, although it has had two years 
notice, has still not raised its share and wants the 
proposed hospital to be turned down for Hill-Burton 
funds. 


SPECIFICS IN PLANNING 


More and more business and industry are being de- 
pended upon to provide the funds for the ever-increas- 
ing costs of new construction. But such sources are 
not as free in handing out money as_philanthropic- 
minded individuals may be. They want certain ques- 
tions answered: Are the proposed services needed? 
Are services being duplicated? Are sufficient profes- 
sional workers available? Is the community financially 
in back of the construction? 


Obviously such questions can be answered only after 
careful planning and research. What then are some 
of the specifics we should be concerned with in 
planning? 

A. We must take into consideration tle ever 
increasing population, especially in specific areas. 
There is a great need to stimulate the modernization 
or replacement of older hospitals. 


B. We should foster proper emphasis in ail phases 
of the hospital’s responsibility to the community, 
including patient care, medical and paramedical edu- 
cation, research, and preventive medicine. 


C. Our planning should be continuous, flexible, 
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and amenable to those changes in medical technics, 
equipment, inventions, which will in turn change the 
wpes ol hospital care needed. These innovations May 
also cause the disappearance of some illnesses, result- 
ing in lesser use of some facilities. 


D. Costly specialized equipment should be cen- 
alized in the larger medical centers. 

Planning hospital and medical facilities should be 
a part ol the over-all community planning. A redis- 
tribution of facilities in metropolitan areas is needed 
to achieve a better balance in urban hospital resources. 
Migration of population from the central city areas 
to suburbs, high-speed expressways, and many other 
factors require both critical evaluation of existing 
facilities and careful planning in order to develop 
proper services geared to the patient's need. 

Great emphasis must be placed on the need of 
facilities for long-term care. Since the turn of the 
century the number of people 65 years of age or 
older has tripled. In another 25 years it is anticipated 
it will increase by another six million, for a total of 
21 million persons 65 or over. Since this group uses 
hospital services at twice the rate of younger people, 
and since the number of facilities for the care of this 
group is grossly inadequate today, it is apparent there 
is great need for facilities in this category. 


With admissions to mental hospitals increasing at 
the rate of 70 percent in the last decade, an added 
emphasis on planning in this field is clearly necessary, 
particularly to utilize those community mental health 
facilities which are the result of the newer philosophi- 
cal concepts in caring for mental patients. 

The part which physical medicine is now playing 
in medical care points to the need for serious plan- 
ning in the field of rehabilitation. Within the last 
10 years Pennsylvania has seen the establishment of 
five separate and complete rehabilitation centers, in- 
cluding the large state-operated facility near Johns- 
town, for the important phase of patient care. These 
facilities are designed with the expressed purpose of 
restoring handicapped people from the minimal func- 
tions of personal care to complete return to full em- 
ployment. 


ACCOMPLISHMENTS 


Some accomplishments coordinated planning should 
achieve are: 


1. Allow more adequate use and distribution of 
Hill-Burton funds. 


2. Provide better cooperation between facilities 


serving the same community. 

3. Provide better public relations with industry 
and other philanthropic agencies and organizations by 
more profitable use of their funds. 


4. Provide better use of the additional services 
which the hospital provides the community (such as 
medical and paramedical education and research) and 
function as a resource for preventive medicine. 


5. Prevent or greatly curtail duplication of services 
and thus decrease costly operations which the com- 
Munity must support. 


JUNE, 1960 


6. Attract (and more satisfactorily distribute) phy- 
sicians and other specialists. 

7. Use and distribute increasingly scarce proles- 
sional personnel more adequately. 

8. Provide facilities in relation to the fact that 
salaries are 60 to 70 percent, and in some cases 80 
percent, of the hospital's costs. 

9. Show that a need for services does not neces- 
sarily mean a need for additional facilities. 

10. Provide for fewer beds and facilities. Mainte- 
nance of empty beds is expensive; an unoccupied bed 
usually costs about 34 that of an occupied one. 

In an article entitled “Hospitals and Their Use 
in Northeastern Ohio,” by a citizens’ hospital study 
committee, the following statement is made: “The 
construction of too many beds is a waste of capital 
funds . . . but worst of all it means the continuing 
annual expense of maintaining unoccupied excess 
beds. . . . Not only is the cost of operation increased 
unnecessarily . . . but the availability of beds beyond 
those needed is likely to encourage unnecessary hos- 
pitalization.” The article adds that the annual cost 
of operating an unoccupied bed is $6,700 while that 
of operating an occupied one is $8,750. It is interest- 
ing to note, for comparison, that the patient-day 
cost for 1946 was $8.46 or $2,418 per year, as against 
the $8,750 figure. 


11. Finally, disaster and catastrophic programming 
should be a very vital part of the planning of each 
hospital. 


—SUMMARY 


In summary the following 1] points are pertinent: 


1. Hospital planning must be coordinated with 
allied medical facilities. 

2. The largest function of the health service dollar 
is spent in hospital care. 

3. The trend in general hospital planning is to fur- 
nish services for all types of care. 

4. Emphasis should be placed on the hospital's role 
in preventive services. 

5. Hospitals should be tailored to the community 
they are to serve both in construction and in services. 

6. Individual community pride makes coordinated 
planning hard to implement. 

7. In planning facilities and developing services, 
the needs of the patient should be foremost. 

8. Nursing-home units should be added to general 
hospitals rather than function as separate institutions. 


9. In planning a new hospital the cost of opera- 
tion as well as construction must be considered. 


10. Every hospital should get into the planning 
picture or community interests may out-plan them. 

11. Need for additional beds or facilities should be 
determined as carefully as possible. 

Both the public, which pays the bills, and the vol- 
untary hospital system will best be served by proper 
controls through coordinated planning. 
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All- Garden 


If you happen to have an abandoned stone quarry, it could well be 
used for the inverted cone hospital shown above, says architect Wheeler. 
All the advantages of underground construction could be _ realized 
without loss of outer view. “A plastic dome over the top will allow 
complete control of courtyard atmosphere,” he says. “‘The auto drive 
could be within the spiral of the cone, or better yet, between it and 


the ground, leaving the light and air for the patient rooms.” 


What will the hospital of the future be like — say in 
1990? Chicago architect E. Todd Wheeler says it’s 
most likely to be an underground hospital. He also 
foresees the possibility that the patient may be anes- 
thetized during his entire stay. Why not, says the 
architect, if the perfect anesthetic is found? 

“The patient enters the hospital sick, goes to sleep, 
and wakes up well,” explains Mr. Wheeler, director 
of hospital and planning, Perkins & Will. “No bother, 
no worry, no food complaints, no noise, no glare, no 
odors, no incompatible roommates, no visitors, com- 
plete privacy and complete concentration on getting 
well. What could be more ideal? 

“Each patient, happily asleep, will occupy a wheel 
chair equipped with pneumatic pads on the seat, back 
arms and foot rests activated rhythmically to stimulate 
peristalsis and tilted back at intervals to elevate the 
feet. 

“His room will consist of a completely, air-condi- 
tioned chamber three feet wide, four feet’deep, and 
f.ve feet high. Contrast this compact space of 60 cubic 
treet with our present wasteful bedrooms of not less 
than 1,200 cubic feet — a 20 to 1 difference! Attached 
to the patient will be electrical devices to measure 
pulse, respiration, evaporation, skin color, brain waves, 
cardiactivity, and probably many other qualities which 
will be the diagnostic material of the future.” 

It will be necessary to develop an objective pain 
recorder for the anesthetized patient, Mr. Wheeler 
points out. Feeding will be done intravenously or 
by stomach tube, clothing will be limited, and pos- 
sibly the fluid intake can be limited to no more than 
can be expelled in respiration and evaporated from 
the skin, and solid intake may be replaced by 
chemicals. 

Even more extreme predictions are: 


e The hospital will disappear entirely because med- 
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Take One 


ical science will treat all diseases in the home. 

e All health services will be rendered by the state 
at a series of 10 or 12 central points to which patients 
will be sent, anesthetized, through pneumatic tubes. 

“Mechanical and electronic scanners will assemble 
and record each patient’s symptoms, an IBM machine 
will diagnose the ailment and prescribe the treatment, 
and an automatic therapy machine will give treat- 
ment to the patient, comfortably relaxed on a con- 
tinuous conveyor belt,” Mr. Wheeler suggests. 

“At the other extreme psychotherapy may develop 
to such a point that all treatment will be given 
through that medium, and the hospital, if it exists 
at all, will become a club.” 


Mr. Wheeler presented these theories in an exhibit 
and a talk prepared for the International College of 
Surgeons in Chicago in May, and they received wide- 
spread newspaper publicity. General reaction of the 
average layman has been, “Are you serious?” A Corpus 
(Christi (Tex.) headline writer titled the story: 

pe 
Hospital of Future 
Will Be a Gasser” 

Laymen who did take him seriously have protested 
that his concept is too mechanistic and cold-blooded. 
Others are frightened at the thought of being helpless 
throughout their hospital stay. 


Doctors, though, have told Mr. Wheeler he is closer 
to reality than he thinks. 


Reactions from hospital personnel and_ planners 
have been mixed. Some have scoffed; others have 
praised the architect for stimulating people to think. 


Mr. Wheeler says that he was influenced somewhat 
in his own thinking by the concept of the projected 
Atomedic hospital* to be built at Montgomcry, Ala. 


*For description, see The Hospital Digest, April, 1960, p. 3 
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Other conceptions of tomorrow's poten- 
tial hospitals are shown at right. The 
“drive-in” hospital is pictured on the 
TOPICS cover. Below, right, is a charac- 
terization of the patient as he might 


be in 1990. 


Abandoned Quarry . . . 


Several different types of designs are shown in Mr. 
Wheeler's exhibit, which is on display until June 8 
in the Hall of Fame of the International College of 
Surgeons in Chicago. There is the drive-in hospital 
(see cover), the lift hospital (each room is an elevator 
in which the patient is taken to the services he needs), 
the vertical hospital, and the underground hospital. 


The most likely one will be the underground hos- 
pital, Mr. Wheeler believes — “for economy, for con- 
trolled environment, for protection against radio- 
active fallout, and above all to solve the parking 
problem.” 


From the air this hospital reveals only the parking 
lot. The main lot provides five parking stalls for each 
hospital bed. Several towers projecting above the 
ground afford access by elevator to the hospital floors 
below and serve as ventilating shafts. 


Is Mr. Wheeler serious about the possibility ol 
continuous anesthesia in what he facetiously terms the 
“Gas House”? He says he is. 


‘The hospital will change with changing medical 
practices,” he maintains. 


He also believes that hospitals of the future will 
be changed because patients will be changed. “If we 
quit using our legs,” he says, “it is possible that they 
will disappear. Our heads will probably grow rela- 
tively larger.” Height may increase, and weight de- 
crease, he adds, and there will probably be more 
sedentary diseases. 


Mentally, the patient of 1990 may be more passive, 
more highly regimented, more receptive to  psycho- 
therapy. And thus perhaps a suitable candidate for 
anesthetization throughout his stay? 


It’s an idea—one of the most generally publicized 
ones On hospital design and function in recent years. 
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Administrators Go Back to School 


Part Il. Administrators’ Development Program at Cornell 


By John R. Malban and T. A. Bravos* 


A rare and satislying educational experience is offered 
to hospital executives by the Sloan Institute of Hos- 
pital Administration at Cornell University in its 
six-week Hospital Administrators’ Development Pro- 
gram. 


That's our opinion alter completing this special 
course, which gave us an opportunity to live and 
work with other administrators from throughout the 
nation —and one each from Canada and Sweden. 
We hope that this report on our rewarding intellec- 
tual and social experience will help to encourage the 
establishment of similar programs elsewhere. 

Short-term management training programs are not 
new. For a number of years the American Manage- 
ment Association and various universities and groups 
have conducted developmental programs for various 
executive levels in industry and government. The 
hospital executive, however, has found few oppor- 
tunities to divest himself of daily problems, leave his 
office, and pursue the challenging aspects of his own 
profession with his colleagues. 

At Cornell the broad spectrum of issues and trends 
affecting current and future responsibilities of hos- 
pital administrators was methodically covered by the 
resident faculty of the Sloan Institute and outstand- 
ing visiting faculty members from selected univer- 
sities and research units. A unique and informative 
curriculum was the result. 

The program's intellectual pursuits were coupled 
with ample opportunities to enjoy the tull recrea- 
tional resources of the area. Located at the southern 
tip of Lake Cayuga, one of the finger lakes, Cornell 
is in an ideal setting for a wide range of water sports. 
Tennis and volley-ball courts were always available. 
Weekend leisure time was used for touring the many 
points of interest in upper New York state. These 
diversions encouraged early acquaintance among par- 
ticipants and faculty and fostered a free and easy 
exchange of ideas and problems confronting the 
group. 

As one faculty member commented, the exchange 
of ideas among participants may be the most valua- 
ble experience of the six weeks. 


*Mr. Malban is executive assistant, Menninger Foundation, Topeka, Kans., 
and Mr. Bravos is business administrator, Sonoma State Hospital, Eldridge, 
Calif. 


While most administrators believed that six weeks 
was too long a period of absence from work and 
family, the final opinion of the group was that the 
course could not be shortened without making signifi- 
cant cutbacks in pertinent material which would re- 
duce the effectiveness of the total program. The 
length of time, the coverage of the material, and the 
methods used in teaching were three important in- 
gredients necessary to distinguish this course. 

A few participants brought their families and 
rented apartments in the city of Ithaca. The majority 
took up residence provided by the school in a trater- 
nity house on the campus. Those with families visited 
there frequently. A spirit of camaraderie was thus 
maintained in the group, regardless of living arrange- 
ments. Such advantages of fraternity-house living 
as meals, sharing of reading assignments, convenience 
of preparation of group reports, and evening “bull 
sessions” made this house the preferred place of resi- 
dence. 

The six-week program was organized into three 
seminar periods of two weeks each. A member ol 
the Cornell faculty served as chairman of each semi- 
nar; either he or a visiting authority presented mate- 
rial relating to the seminar’s central theme. .\ typical 
day’s schedule offered three or four presentations 
followed by discussion periods. This arrangement 
enabled participants to gain full advantage of the 
total resources of the faculty. This approach also 
provided for a mutual exchange of ideas and experi- 
ences with the faculty. 

Through the chairman’s skillful guidance, discus- 
sions were kept well within the confines of the subject 
matter. Daily reading and weekly group-1cporting 
assignments supplemented the material presented by 
the lecturer, providing additional motivation. 


Summarizing the presentations of the resident and 
visiting faculty is beyond the limits of this report 
and would be grossly unfair to the excellence of 
the material covered. However, some of thc ideas, 
findings, and philosophy of the lecturers pertinent to 
the problems and goals of hospital administrators 
are noted, 


Medical-Care Programs 
Increased social control of medical-care piograms 
in the form of group prepayment plans and sovern- 
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gent participation is profoundly affecting all medical 
vices, including hospitals. To help prepare the ad- 
ginistrators to evaluate the results of these trends 
nd to assess their future implications, the first of 
the two-week seminars was devoted to review of the 
medical-care plans of the United States and several 
foreign countries. Dr. Milton I. Roemer ot ihe 
Cornell staff, chairman of these sessions, covered the 
illowing subjects: 

European medical-care developments 

Experience in Canada, Latin America, and Asia 
Governmental programs in the United States 
Prepaid medical and hospital care in America 
Master planning and regionalization 

Organized home-care and outpatient services 
Chronic disease and rehabilitation in institutions 
Hospital and health department relationships 
Current legislative proposals affecting hospitals. 
One lecturer noted a definite trend toward the 
adoption of a national philosophy that good health 
has become the right rather than a_ privilege of 
our citizens. "This philosophy, in the lecturer’s opini- 
on, is one important factor involved in the increased 
participation of government in medical-care planning. 
Though the growth of prepayment plans in the 
last few years has slowed the movement of complete 
government control of medical care, speakers pointed 
out, the serious voids remaining in health care for the 
low-income groups, as well as the operation of health- 
insurance programs, will continue to receive increased 
attention from legislators and government officials. 
A full day’s discussion was devoted to master plan- 
ning and regionalization—that is, the arrangement 
of hospital facilities to offer the best possible care 
to people, wherever they live. Emphasis was placed 
on the need for all health agencies to unite in action 
to bring about thoughtful planning and_ leadership 
to face current and future health problems. Federal 
government activity in the form of increased appro- 
priations to research is a clearly foreseeable trend, 
the speakers brought out. 
Administration 

In addition to having a knowledge of health and 
an understanding of specific hospital affairs, the hospi- 
tal administrator must be a capable executive in 
every sense of the word. He must comprehend the 
technics of and thoroughly perceive the “adminis- 
ative process.” He must constantly be preparing 
his staff to meet the numerous changes hospitals are 
being called upon increasingly to make. Prof. Rodney 
White, seminar leader for this section, arranged the 
following presentations: 

Survey of current problems in administration 
The hospital as a social system 

Organization 

Accounting controls 

Decision-making and programming 
Communication 


Interpersonal relations; hospital, child and family 
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Executive selection 

Environment: community agencies. 

One speaker with extensive background in man- 
agement research in industry and hospitals declared 
that hospitals are “sick organizations.” His remarks 
were centered in the dichotomy which the hospital 
organization presents. He offered challenging ques- 
tions concerning “built-in conflict situations” and 
“hospital duality” which do nothing to enhance pa- 
tient care, and leveled a careful attack on commonly 
held administrative assumptions which cannot be 
supported by research findings. 

To what extent administration is a science was a 
moot question. Main points made by the speaker on 
this topic included: 


—Administration has not yet reached a_ science 
status because its essential content is managing people. 
Although “humanoid behavior” can be machine- 
made, we cannot yet reproduce “human _ behavior” 
on machines. 


—It is quite possible for administration to become 
more scientific through observation of the norms of 
human behavior. The knowledge of these observed 
patterns can assist hospital management to make 
better predictions concerning human behavior. 
The “administrative process” was described by an- 
other lecturer as an “action cycle” involving four 
essentials: decision-making, programming, control- 
ling, and reappraising. These elements form the 
basis of each of the three functional areas of ad- 
ministration — policy-making, resources, and process 
culmination. 


One illuminating discussion covered the subject 
of decision-making. The nature of the organization, 
one lecturer observed, places certain constraints on 
the decision-making process, which in turn tend to 
limit the decisions which follow. Such limitations in- 
tensify the autocracy of most organizations, alienate 
modern workers, and foster increasing apathy and 
indifference. ‘The extent to which the worker be- 
comes dissatisfied and expects to be paid additional 
wages for his dissatisfaction is then evident. 

A separate yet related area was one of executive 
selection and development. New technics in selecting 
departmental and top management personnel were 
reviewed. 

Professional Relations in Hospitals 

The two-week “look outside the hospital” at factors 
influencing our medical-care program, followed by 
the two-week “look at ourselves,” in which the ad- 
ministrator’s role was reviewed, seemed appropriate 
introduction to the two-week “look within the four 
walls” at the internal problems of hospitals. 

Prof. Frederic C. LeRocker planned the content 
of the third session to include the following topics: 

Roles of specialist and general practitioner 

Legal aspects of hospital-physician relationships 

The professional activities story 


(Continued on next page) 
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CORNELL PROGRAM continued 
Organization of medical care in the hospital 
Trustee effectiveness | 
Current problems in nursing functions 
Current problems in nursing education 
Unionization in hospitals 
Group evaluation. 
This section was highlighted by a lively discus- 
sion between a prominent hospital administrator 
and a hospital authority who also serves on the board 


of trustees of the administrator’s hospital. They 
presented realistic ways in which board and adminis- 


trator can develop closer understanding and coopera-. 


tion. 

The significance of increased medical statistical 
data and what it offers the hospital field were ex- 
pertly reviewed by a consultant associated with a 
management firm specializing in professional activi- 
ties. The dynamic presentation of a social anthro- 
pologist focused on the fragmentation in patient care 
resulting from specialization and the need for a 
concentrated total approach “socially oriented” to 
the whole patient. 


A union leader related some reasons {or hospital 
organizations becoming targets for union member. 
ship. One of the most influential factors was found 
to be the treatment workers receive from their super- 
visors. This lecturer also pointed out what he felt 
was the fallacy in the theory of comparable wages 
in the community as a basis for setting wage rates, 
summarizing, “Man would never be able to raise his 
living standards.” 

The Cornell faculty responsible for the Hospital 
Administrators’ Development Program found a high 
degree of correlation in the generally favorable atti- 
tudes of enrollees toward the course. Selected com. 
ments by the participants noted that “. . . the course 
offered an opportunity to think about the goals, ob- 
jectives, and purposes of your own hospital” . . . “ (the 
program) provided background, contributed to one’s 
own perspective and wisdom in the field” . . . “pro- 
vided contacts with experts and others working in 
the field, stimulating exchanges and new methods 
of handling problems” . . . ‘‘stimulated a renewal of 
reading habits dormant over the years.” 


All participants left Cornell feeling that their 
sights had been significantly raised and their view- 
points substantially broadened. 
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goal of better patient care is to reduce to an optimal 
minimum the proportion of a person’s life that is 
spent as a patient. In other words, keep the indi- 
vidual out of the role of “patient” as much of his 
life as possible. There is something dangerous about 
being labeled as a patient and being forced into the 
role of such labeled behavior; if one is in too long 
the state of mind can become chronic and constitute 
a barrier to recovery of health and return to the nor- 
mal routines. 

We live in an age that views patient care in a wider 
perspective than our medical fathers did. To them 
patient care consisted of what could be done for an 
individual in the acute or emergency state. The phy- 
sician is bound somewhat by a body of traditions 
which define a patient not as a potentially sick per- 
son and not as a rehabilitative invalid, but as an 
acutely ill patient. When the physician sees this situ- 
ation, he regards his cooperation in teamwork as 
limited to diagnosis and therapy of the sick patient, 
with the physician-in-charge as the chief of the team. 

This concept breaks down, however, within the 
new perspective of prevention and rehabilitation. 
Such an enlarged perspective on health objectives 
simply means that former systems of medical care can- 
not fit the new health goals. The team and the chiefs 
of the team are likely to change and include profes- 
sionals other than the traditional nuclear unit of 
physician-nurse-patient with the physician “giving” 
and the nurse and patient “taking” all orders. 

There is a vital need to redefine our traditional 
concepts of interprofessional relationships for better 
patient care. 


Interdependent cooperation is a natural counter- 


part of specialization. When a group of people strive 
for a common goal, the more specialized they become, 
the more interdependent they will be, and therefore 
the greater is their need to cooperate. 


The chief issue that concerns us is the kind and 
degree of cooperation which may be had within a 
given organization. Wherever we can substitute vol- 
untary cooperation for coercive cooperation without 
disrupting the essential process, we have a distinct 
gain in potential achievements. 


Paraphrasing Booker T. Washington, I present this 
proposal for our own situation of divided specialists 
committed to better patient care: “While as separate 
as the fingers, let us become as united as the fist.” 


Four possible approaches toward achieving greater 
voluntary cooperation between health-field personnel 
caught within situations of interdependence growing 
out of increased specialization are: 


1. Clarification and agreement on our common 
goals, i.e., what are we going to mean by “better pa 
tient care?” 


2. An increase in understanding or practice of 
“putting ourselves in the place of others” with whom 
we work or for whom our services are planned. 


3. Systematic and persistent attempts on the part 
of all of us to abandon in our attitudes toward per 
sonal behavior the concepts and habit of blime, and 
to search objectively and continuously for te under- 
lying dynamics of group behavior. 


4. Daily practice of democratic teamwork in our 
thinking, our research, and the planning and coopera 
tion of our health services. — Leo W. Simmons, pro 
fessor of education (medical sociology), Teachers 
College, Columbia University, New York C'ty. 
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Future Educational Needs 


of Medical Record Librarians 


By Sister Mary Eugene, RMS, Ph.D.,. CRL* 


What type of educational program is needed for fu- 
ture medical record librarians? The ideas presented 
here are based on the experiences of an active educator 
of today’s students. It is anticipated that tomorrow’s 
graduate will more nearly fulfill the hopes of the 
administrator who employs her to direct an important 
area of hospital service. Likewise, the future graduate 
will have had a basic and professional education of 
a caliber sufficiently sound to meet with the approval 
of those who observe, with a discerning and critical 
eye, the educational patterns in all fields. 


The impact of continuing social change in hospitals, 
together with a broadening of the traditional concept 
of a hospital as a place where sick people are cared 
for, must inevitably affect the educational programs 
of all those who work in these institutions. Hospitals 
May serve a population that represents a complete 
range of care —minimal to maximal, or intensive 
care. 


With the trend toward health centers or medical 
centers, the acutely ill patient, the patient who suffers 
from a chronic illness, and the patient in apparent 


good health who is interested in maintaining his— 


physical well-being through a wise program of pre- 
ventive medicine, all may conceivably be found in 
the same hospital environment. 


The development of programs in hospital adminis- 
tration and the increasing enrollments in such pro- 
grams have contributed considerably to the growing 
conviction shared by many thoughtful persons that 
well-qualified, competent and reliable department 


*Director, 
Omaha, N 
ord Libra: 


! for Medical Record Librarians, St. Catherine’s Hospital, 
id president-elect, American Association of Medical Rec- 
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heads and supervisors are essential to the successful 
management of today’s hospitals. 

In view of these comments there appears to be an 
urgent need to enrich and develop, both in scope 
and depth, the educational preparation of all major 
groups working in hospitals and other related health 
facilities. There wil! continue to be a need for more, 
not less education. This is true in the field of medical 
record science. 

Until the present time, our educational programs 
have been largely procedural in nature and content. 
Undoubtedly these programs have given us graduates 
who are skilled in technics. But this is not enough. 
Demands made upon graduates after they have ac- 
cepted hospital positions clearly indicate the need 
for the acquisition of a more comprehensive knowl- 
edge and the development of increased facility in 
the areas of organization, administration, and human 
relations. This does not mean, of course, the com- 
plete rejection of all emphasis on procedures and 
technics and the adoption of a program geared solely 
to administration — rather, we should take care of 
the one and not neglect the other. 

The need for greater flexibility in our educational 
program brought into sharp focus the necessity of 
revising the “Essentials of an Acceptable School for 
Medical Record Librarians,” since the present ar- 
rangements under which programs were operating 
neither provided readily for course content nor di- 
rected practice in keeping with the pattern of change 
in hospitals and in the field of medicine itself. 


It should be taken for granted that a sound profes- 


sional curriculum should be based on a good general 


(Continued on next page) 
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MRL EDUCATION continued 


education which includes an adequate distribution 
of liberal arts subjects. 

What are the emerging trends that may give some 
indication of the direction to be taken in the profes- 
sional curriculum? What are the particular areas that 
should receive increased emphasis in our schools? Are 
there certain areas that should receive less emphasis, 
and perhaps be omitted entirely? 

The remarks that tollow are drawn from the ex- 
periences of one educator in this specialized field, 
and are based on comments of graduates, letters from 
administrators who are seeking medical record li- 
brarians to take charge of their medical record de- 
partments, and personal observations. 


Administrators, according to their letters, are look- 
ing for medical record librarians who have more 
than mere skill in procedures and technics. They 
want medical record librarians who are at ease in 
dealing with other department directors, who can 
understand, instruct, sympathize with, and (when 
necessary) discipline their employees. They want 
medical record librarians who are not slaves to sys- 
tems, chained to things they learned in school, but 
who are able to think for themselves and have the 
good sense to apply principles to the current situa- 
tion with a good measure of easy adaptation and 
effortlessness. 


The ideal medical record librarian, as indicated 
in the summary of letters from administrators, must 
be able to spot areas of difficulty, initiate and propose 
solutions, and implement them with the degree of 
discretion and tact that will minimize employee resist- 
ance to change and win the respect and cooperation 
of all concerned. Briefly, administrators are looking 
for a medical record librarian who can get along 
well with doctors, nurses, administrative officers, em- 
ployees, and all other persons with whom she may 
be called upon to deal. Not only should she be able 
to work well with others, but she should, of course, 
accomplish her duties in a manner characteristic of 
a professional person. 

If our graduates must be adept at problem-solving 
and decision-making, greater opportunities to acquire 
these skills should be made available in the school 
program. At present the scarcity of teaching materials 
in this area is a serious obstacle to undertaking an 
effective program. Obviously, principles could be 
taught —as_ principles—but their adoption by the 
student as a form of action is more easily effected if 
these principles are presented within the framework 
of a realistic situation. 


One approach to solving the shortage of source 
materials in this area of the curriculum is through 
the development of a series of “cases’’ or “situations” 
for use in seminars on problems in medical records 
administration. These narrative reports merely pre- 
sent the situation as it was observed, and may include 
events that have transpired within the medical record 
department, in other departments, or in other hos- 
pitals. 


42 


In a group of approximately 30 case reports, it js 
interesting that all except three or four deal with 
interpersonal conflict, instances of misunderstanding 
inadequate communication, and similar items. The 
few exceptions are concerned with procedures and 
technics. This sample of situations, small though it 
may be, may serve to support the expressed need of 
administrators and graduates for greater emphasis on 
administrative aspects in the educational program, 


If the medical record librarian is to possess all of 
the characteristics desired by administrators — if she 
is to work harmoniously with the medical, nursing 
and administrative staff of her hospital — she should 
be conversant with the organizational pattern, activi- 
ties, and record procedures throughout the hospital. 
It is obvious, then, that her educational program must 
go beyond the medical record department and include 
at least a survey course in general hospital organiza- 
tion and administration. 


In the light of these few comments on the future 
of education in the field of medical record science, 
it may be taken for granted that a good general educa- 
tion with an adequate distribution of liberal arts 
courses is the fundamental basic requirement for the 
professional curriculum. The professional curriculum 
will continue to be expanded and enriched, particu- 
iarly in the area of administration. Procedural tech- 
nics and skills will also be included in the educational 
program, but will probably be subordinate to the 
administrative portion of the program. 


There are other aspects of the future of our edu- 
cational programs that might be explored, such as 
the best place in which to carry out such programs — 
in the college or in the hospital. Questions of class 
size, teacher recruitment, and many others need to 
be answered soon. At any rate, the future will be 
somewhat different from the past. 


A certain amount of restlessness and dissatisfaction 
with things as they are is basic to the initiation ol 
any change along the lines of improvement. No one 
will deny that changes are bound to come in our 
educational program. Let us make certain that these 
changes will reflect both the ideals of our profession 
and the needs of those in the health field who have 
need of the services of qualified, competent and re- 
liable medical record librarians. 
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Review of Hospital Lawsuits 


@ THREE OUTSTANDING CASES 


During the past few weeks I have made a special 
effort to collect information on outstanding cases 
which I believe may help readers avoid many thou- 
sand dollars in legal expenses and save much valu- 
able time. Readers who desire further details on any 
lawsuit mentioned may refer to the complete decision 
in any good library. 


———Liability of Insane 

If an insane person inherited money several years 
after admission to a state hospital, is his estate liable 
for payment for the service rendered by the hospital? 

According to a recent higher court decision, the 
answer is: Not unless a state law clearly so provides. 

In State v. Morris, 303 S. W. (2d) 802, the testi- 
mony disclosed that a state law provided for support 
of indigent patients at the expense of the state. Mr. 
Morris was committed to the Wichita Falls State 
Hospital on April 4, 1933. Twenty years later, on 
April 25, 1953, he inherited from his mother more 
than $10,000. The state sued his estate for the ex- 
penses of his support, maintenance and treatment as 
a patient in the hospital for all of this period of 
time. 


The higher court held that Morris’ estate must 
pay for the hospital services rendered after April 25, 
1953, but not before this date. The court said: 

“The State’s right to reimbursement for the 
maintenance and treatment of insane persons 
exists only by virtue of the statutory grant of that 
right. We think that the law does not grant to the 

State the right to reimbursement from an insane 

patient for the support and. treatment given him 

while he was an indigent patient.” 

——————No Negligence Here 

A physician employed by a hospital asks: “If a 
patient is paying for general care, that is without 
special services, is the hospital liable in damages for 
injuries sustained by the patient when a nurse failed 
to respond promptly to his call?” 

Modern higher courts consistently hold that the 
degree of care required by a hospital nurse is limited 
by the kind of service for which the patient is paying. 

In the case of Gray v. Carter, 224 Pac. (2d) 28, 
the plaintiff was a 75-year-old woman who entered a 
hospital hecause she suffered from arthritis. She was 
assigned to a room with three other ladies. For some 
time she was given treatments to which she responded 
satisfactorily. One day she was found on the floor 
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By Leo T. Parker 
Attorney at Law 


of her room near a bed. She suffered a fractured 
hip, became bedridden, and sued the hospital for 
heavy damages, claiming that a nurse did not prompt- 
ly answer her bell call. 


During the trial the testimony showed that this 
patient was paying for the usual nursing care of a 
sick patient. In other words, she received only gen- 
eral nursing care. There was no evidence as to how 
the accident happened. A nurse in that unit was 
attending to her duties in a room only two doors 
away when the patient sustained the injury. 

The higher court refused to hold the hospital liable 
in damages to the patient, saying: 

“There is nothing in record which would in any 
way indicate any previous warning to the hospital 
that any such thing was likely to happen, or that 
the patient required anything other than the usual 
‘general nursing care’ which had been contracted 
for.” 


. Noise Disturbs Patients 

“What is the proper procedure when someone is 
customarily making disturbing noises near a hospital? 
Can hospital officials stop unusual outside noises 
which disturb patients?” a reader asks. 

In such cases, the proper legal procedure is to file 
a suit for an injunction to stop these noises, a higher 
court held recently. 


In Clinic & Hospital v. McConnell, 236 5. W. (2d) 
584, the owner of a hospital filed a suit against a 
store across from the hospital which operated a 
loudspeaker and amplifier to advertise his business. 
The hospita! asked the court to issue an injunction 
to stop use of the loudspeaker, amplifier and broad- 
casting device. 

During the trial a surgeon, two surgical nurses and 
other hospital employees testified that noise emanat- 
ing from this advertising device disturbed patients 
and caused them to become very restless and nervous. 

The higher court granted the injunction, and said: 

“There are certain uses to which property may 
be put which so seriously interfere with the use 
and enjoyment by others of their property or with 
the rights of the public that they must be for- 
bidden. We think that the broadcasting of the 
music in the manner described is an unusual, un- 
reasonable, and unlawful use of McConnell’s 

(owner of store) property.” 
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A Work of Art of the late 
Greek and Roman Period. 
Aphrodite, Greek Goddess 
of Love and Beauty, at the 
British Museum in London. 


With STUCCA Plaster of Paris 
\. bandage you create a work of art 
«++ perfect cast ... with speed, 
strength, fidelity — assuring firm 
support and immobilization for 
every type of fracture, every time. 


STUCCA’s creamy, consistently 
smooth plaster is easily applied, 
conforms precisely to body contours 
and, when dry, can take heavy abuse 

— so important with active children! 
And it’s lightweight, too. 


STUCCA’s great final strength 
means you can construct lighter 
casts thus providing greater patient 
comfort and reduced X-ray expo- 
sure time. 


Extra-fast setting time, 2-4 minutes. 
Or, you can control the setting speed 
yourself. 


For complete data and FREE 
sample sufficient for your own i 


5 testing purposes, write today. 


ACME COTTON PRODUCTS CO., INC. 
245 FIFTH AVENUE, NEW YORK 16, NEW YORK 


For further information use postcard opposite page 128. 
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in January. Dr. T. Stewart Hamilton commented that 
the AHA got less than it wanted but more than the 
NLN wanted to give. We will continue support of 
the accreditation program in cooperation with the 
NLN until (1) proper accreditation procedures are 
established or (2) we are convinced that another mech. 
anism is absolutely necessary. 


Costs and charges: One difficulty in telling the 
hospital cost story to the public is the inability of 
people to distinguish clearly between costs and charges, 

Philosophically, every group of patients should te. 
imburse the hospital fully for its hospital expenses, 
There should be no profit-making on one group to 
compensate for the loss sustained in rendering service 
to other groups. The trend toward the government's 
paying the full cost for care of the indigent and the 
medical indigent is a healthy one, and must be pur. 
sued until this type of patient is no longer a financial 
drain on hospitals, causing higher rates to other 
patients. 

Third-party payors must be expected to carry their 
full share. This means the disappearance of discounts 
and other special financial considerations. When we 
are fully able to comply with this philosophy, we will 
have taken a long step toward bringing charges into a 
more realistic relationship to costs. 


Continuing effort must be made to receive financing 
from proper sources for educational programs. The 
hospital industry appears to be the only nonprofit 
activity in our society in which any portion of re- 
search cost is added to the price which the purchaser 
must pay for services. 

From an economic standpoint, hospitals are becom- 
ing less different every year. The altruistic employee 
is gradually disappearing, and we are endeavoring to 
bring salaries to a level in keeping with wages paid 
by other industries. The government is looking more 
closely at our tax status and limiting activities in 
which nonprofit institutions may engage. The public 
is more and more considering hospitals as a_ public 
utility. 

As our “differentness” disappears, the cost of doing 
business becomes greater. Therefore, we must adopt 
acceptable practices to keep our selling price at a 
minimum. 

Blue Cross: We have to support Blue Cross if our 
voluntary health program is to continue. One step 
toward solution of some of its problems is the pro 
posed national reorganization, to make Blue Cross 
one organization instead of three. Bylaws for the 
new Blue Cross Association were approved by Blue 
Cross plans and members of the Blue Cross Association 
at their national conference in Los Angeles in April. 
The bylaws will be presented to the AHA House of 
Delegates at its meeting in San Francisco in August. 
If they are approved, it is expected that reorganiza- 
tion will become an accomplished fact by Septem- 
ber 30. 


Having a single organization will result in a dues 
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aving of $250,000 a year. A restructure of both Blue 
Cross and the AHA is proposed in order to strengthen 
the relationship between the two. Additional pro- 
posals provide for three representatives of the AHA 
on the Blue Cross governing board and two Blue 
Cross representatives on the AHA board, and tor the 
formation of an AHA council on prepayment. — Frank 
§, Groner, president-elect, American Hospital Associa- 
tion, and administrator, Baptist Memorial Hospital, 
Memphis, Tenn. 


Infection Control 


Says 15-20% of Patients 
Will Develop Infections 


Infections are like an iceberg — we see about one-ninth 
of them and miss the other eight-ninths. I am 
frankly more afraid of the gram-negative organisms 
than of the staphylococci. Antibiotics are not the 
answer to the problem of infection control. As 
fat as we come out with antibiotics new strains 
of organisms are going to develop. 


My data indicate that 15 to 20 percent of all 
patients entering the hospital will develop a hospital 
infection. One of the terrible aspects of the problem 
is its great cost. Dr. Ralph Adams estimates that 
every infection costs someone $3,000. An orthopedic 
infection can cost from $12,000 to $15,000. 


Then there is the possibility of lawsuits resulting 
from hospital-acquired infections. One example is the 
case of a New York model who developed an infec- 
tion after the birth of her baby. As a result, a radical 
mastectomy was performed. She has told many of her 
friends about her tragic experience, and quite natu- 
rally they are outraged. 


Infection is transmitted in three general ways: 
by the infected patient, by the carrier, or by the 
environment. When the bacterial contamination in 
the environment is reduced, chances of having a 
lot of carriers go down considerably. 


It is a waste of time to make nose and throat 
cultures. From 15 to 30 percent of the carriers are 
carrying organisms that will never show in the nose 
and throat. Nurses may show sterile nose and throat 
cultures, and yet be carrying organisms in the peri- 
neal area. 


We know of only one answer: Clean up the en- 
vironment, and prevent the carrier and the infected 
patient from passing on infection. 


Whenever you find one mistake and correct it, 
be sure to think what else is involved in making 
the correction, so that you do not create another 
problem. In one hospital a recommendation was 
made for a change of filter in an air-conditioner. 
The balance of air intake and output was disturbed, 
and contaminated air was drawn in from toilets and 
other unclean areas. 


My advice is: Don’t pay attention to anybody's 
laboratory data; pay attention only to clinical data. 
Michael Levin, Ph.D., executive vice-president, 
Permachem Corp., New York City. 


(Continued on next page) 
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A Life 
may | 
depend 
on your 
floors 


In the operating room where so many 


lives have been saved, dangerous static 
currents are always lurking. 


Your conductive flooring can protect you 
against electric shock, fire or explosion 
only if it is properly maintained. And only 
Lecce polishes, cleaners and seals are 
specifically designed to retain the 
conductivity of your floors. 


Recommended by 
Leading manufacturers 


LEGGE maintenance materials insure the safe 
dispersion of static charges into your floors. 
That’s why Congoleum-Nairn, Hubbellite and 
other makers of conductive flooring recommend 
their exclusive use. 

Your purchase of these products entitles you 
to the Free services of a Lecce Safety Specialist, 
trained to aid you in every phase of conductive 
floor maintenance. 


For Safety’s sake, mail the coupon or write for 
our descriptive brochure, “One Little Spark.” 


See our insert in Hospital Purchasing File. 


wre, 
st 


S LEGGE: 


2 


> 


Walter G. LEGGE Company, Inc. 


Dept. HT-6, 101 Park Ave., New York 17, N.Y. 
Branch offices in principal cities. 
In Toronto — J. W. Turner Co. 


Please rush your brochure on Maintenance of Conductive Floors. 


Name 


Hospital 


Address 


City. Zone. State 


For further information use postcard opposite page 128. 45 
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WESTERN HOSPITALS continued 


Personnel Appraisal 


Understanding Individuals Is Goal 

Of Good Hospital Management Program 

Management training will go a long way to help 
your employees enjoy their work and thus render 
better service to patients. In general, hospitals have 
lagged behind in this important field, although 
more are realizing the necessity of correct training. 

Sometimes this is done by publishing manuals for 
employees to read; often these are never read. Some- 
times on-the-job-training is carried out, and informal 
talks between small groups are held weekly or 
monthly. Industrial psychologists who come in do 
“sensitivity training’; their goal is to develop aware- 
ness of the people you are serving with and for. 

Primary purpose of sensitivity training is to give 
people an objective view. You learn what a manage- 
ment job is—to organize, coordinate and delegate 
authority. (This last is most difficult to teach; nurses 
and doctors particularly do not want to delegate au- 
thority.) Most important, you learn to teach your 
personnel to participate in planning. 

Understanding individuals and what motivates 
them is the key to good control. Remember, there’s 
a reason behind angry, aggressive, or apathetic ac- 
tions. Find out the reason and try to correct it, so 
that everyone will be happy. Happiness is vital if 


work is to be gotten out.—Joseph Gerard Phelan. 
Ph.D., industrial psychologist, Los Angeles. 


Good Appraisal Programs Aid 
Individual, Improve Productivity 

There is a need for good appraisal training, par. 
ticularly for hospitals interested in promoting from 
within. In selecting a program it is best to icmembe 
that outside methods must be tailored to individual 
needs, and care must be taken to achieve built-in 
balances so that all appraisals are objective. 

Three things to remember in starting an appraisal 
program are: (1) top management must establish 
the program as a basic part of the hospital—not a fad 
to be used for a while and then dropped; (2) people 
must be properly trained and indoctrinated in the 
program so they will know it is not a witch hunt, 
nor a device to determine salary increases; (3) im- 
plementation of the program must include informa- 
tion on the person’s background, an initial appraisal, 
and a post-appraisal interview. 

We found a single sheet form adequate for back- 
ground information. For objectivity, we use a staff 
assistant to interview the appraiser about the ap- 
praisee. For the actual counseling interview, only 
the appraiser and subordinate are present.—/dwin B. 
Bell, ].D., employee relations advisor, Kaiser Founda- 
tion Hospitals—Northern California, Oakland, Calif. 

(Continued on page 85) 


NEW RECOVERY ROOM STRETCHER 


CAT. NO. RS-100 


SPECIFICATIONS: (optional) 
Length 7612” 
Width 2912” 
Height 34” 


MATTRESS: 


25" x 75” x 3” aap 
Foam Rubber. 
Cover—(Harco #4626) Conductive. 


CASTERS: 


HEAD SECTION: 
Hydraulically operated. 


HEAD RAIL: Removable. 


2-lock, 2-swivel—10 inch x 2% 


Conductive. Balloon-tires. 


ADJUSTABLE HEAD REST. 
IV HANGER :Adjustable. 


STRETCHER BOTTOM AN 
LOWER STORAGE SHELF: 


20 gauge stainless steel. 


The design, construction and fin- 
ish of this stretcher, makes it the 
sturdiest, best appearing and 


SAFETY STRAP: 
2” Cotton and Rayon 


SIDE RAILS: 


Pratt all position retractable. 
Automatic lock any position. 

Rails completely out of the way when 
down. 

5 to 6 inches more space available 
for the patient when using these rails 
with the conventional size mattress. 


PRATT HOSPITAL EQUIPMENT MFG. CO. 


Can be placed in 8 positions around 
table. 


SHOULDER REST. ARM BOARD 
LOWER TRAY FOR BLANKETS 
AND ACCESSORY STORAGE. 
FRAME: 


1%" 16 gauge steel tube helio-arc 
welded. Entire frame Chrome plated. 
Top stretcher frame reinforced with 
1¥%’’ 16 gauge steel tube. 


46 For further information use postcard opposite page 128. 


most practical all around recov- 
ery room unit available. !t will 
pay you to write for our special 
introductory offer for trial and 
inspection in your own hospital. 


30-DAY FREE TRIAL 
(Freight Prepaid’ 


3007 SOUTHWEST DRIVE 
LOS ANGELES 43, CALIF. 
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Q. I was always under the impression that a balance 
sheet was a statement of the financial position of an 
individual, partnership, or corporation, as of a given 
date. I have now been advised that this is insufficient 
and have been asked to prepare a statement of affairs. 
(an you give me an outline or definition of what these 
terms imply? 


\.The balance sheet is a statement of the assets, 
liabilities, and capital equities as of a given date. In 
this statement the accounts are listed at “going con- 
cern” values. 


The statement of affairs is a statement of the 
assets and liabilities of an organization in, or on the 
verge of, liquidation for various reasons. In _ this 
statement the assets are shown at book value and at 
an “expected to realize” value, together with the 
amount of loss or gain expected to result from the 
forced sale. The liabilities are shown in the order in 
which they have priority of claim against the assets. 
Likewise, segregation is made between secured and 
unsecured creditors. A note is indicated to show the 
excess or lack of the security held by the secured 
creditors. 

The statement of affairs also serves a further pur- 
pose. It may be used to indicate the soundness of the 
financial position of the company which is trying to 
borrow on unsecured notes. It may be pointed out 
to the banker that, even in forced liquidation, the 
company would be able to repay the loan, hence, it 
is in one sense, a statement for credit purposes. 


Q. Included in a legacy which our hospital received 
last year were a number of securities, all of which are 
listed on the stock exchange. In checking the divi- 
dends reported paid during the period, I find that we 
did not receive one of the dividend payments. !s there 
any recommended procedure for tracing this item, or 
should I write directly to the company? 


A. I would suggest that you write to the bank which 
has been named disbursing agent for the company. It 
is paid for this service and has all the records avail- 
able to help trace this item. If you don't have the 
name of the disbursing agent, write to the stock com- 
pany to get it. Further, I would suggest that you open 
a separate ledger sheet for each security held, and list 
all data pertinent to the individual securities. This 
should contain the following: 


l. Market value as at date of acquisition 


By David H. Tarlow, C.P.A. 


Senior Partner, D. H. Tarlow & Co. 


Hospital Accountants and Auditors, New York City 


2. Dates and amounts of dividend payments an- 
ticipated 
3. Name of transfer agent 


1. Name ol disbursing agent. 


Q. Each month I find that we are making more and 
more individual general journal entries with corre- 
sponding adequate explanations to satisfy our auditors. 
Most of these are related to accounts receivable and 
security transactions. Our 80-bed hospital is not large 
enough to purchase mechanical equipment. Our jour- 
nals and ledgers are hand-written. Do you have any 
suggestions which will tend to decrease this multi- 
plicity of general journal explanations? 

A. Where you have recurring general journal entries, 
vou should use a columnar analysis type of journal 
sheet which has the explanation column in the center, 
with three debit columns on the right and three on 
the left. The headings would be from left to right: 


Dr: Securities Account 
Accounts Receivable 
General 
Explanation column 
Cr: General 
Accounts Receivable 
Securities Account 
Figure 1 (below) is a stock journal sheet which you 
can purchase. From this type of record you can make 
summary postings at the close of each month. 


Figure 1 
SECURITIES ACCOUNTS . ACCOUNTS SECURITIES 
ACCOUNT RECEIVABLE GENERAL EXPLANATION _ = RECEIVABLE ACCOUNT 
JUNE, 1960 
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Senator Metcalf’s analysis of developments in 
his own state and others offers valuable clues 
to trends of concern to everyone working in 
the brood areas of health and medical care. 


Health Insurance Newsletter 


By State Sen. George R. Metcalf* 


Blue Cross Rate, Benefit Increase. Associated Hospi- 
tal Service, New York City’s Blue Cross plan, 
which has 7,220,000 subscribers in the metropoli- 
tan area, anounced recently that it would seek a 30 
to 35 percent rate increase and that if it were granted, 
it would provide the following added services: 


@ Coverage for infants from birth. Children are 
presently not eligible for coverage until they are 
90 days old. 

@ Coverage for “mental and nervous” disorders for 
up to 30 days in a general hospital. Such cases are 
now eligible only for shock treatment and neuro- 
surgery. 

@ An unspecified increase in allowance for ma- 
ternity cases, now $80. 

Also under discussion, but not definitely pledged, 
isa rise in the $10-a-day allowance given subscribers 
who stay in a private room in a hospital. 


The new benefits proposed were seen as a move 
on the part of AHS to meet criticism, raised at public 
hearings on the occasion of previous rate increase 
applications, concerning the limited coverage pro- 
vided by the New York City plan. 

The New York Times observed that: 

“Had Blue Cross now asked for any such increase 
In rates without these added benefits, it would have 
faced unprecedented opposition not only from. its 
present subscribers but from organized labor, which 
has been considering the organization of its own 
hospital-health insurance program because of the 
high costs of Blue Cross. Even with the additional 
coverage now proposed the much heavier financial 
load has stirred widespread objection — also ques- 
tioning as to whether so much of a load is really 
necessary.” 


* * * 


Outpatient Diagnostic Services. One widely acknowl- 
edged factor contributing to Blue Cross financial 
problems is the general requirement that subscribers 
must be hospitalized in order to receive benefits. 
Many, it is claimed, are admitted for diagnostic 


*Chairman, State of New York joint legislative committee on health 
Msurance plans. 
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services which could be just as easily provided with- 
out admission. 

In a move to reform this situation, the Capital 
District Blue Cross and Blue Shield Plans, which are 
centered in Albany, New York, are moving to pro- 
vide 80 percent of the charges for diagnostic services 
in either hospital outpatient departments or doctors’ 
offices. Such services include X-ray examination, 
basal metabolism tests, physical therapy and electro- 
encephalograms. Payments for the hospital bills for 
these services will be financed by the Blue Cross 
withholding an additional two percent of the bills 
it pays the hospital. Blue Cross now withholds three 
percent to pay for its services. 

Despite opposition by the Albany County Medical 
Society, Ralph Hammersley, Jr., executive director 
of the two plans, is hopeful of securing early State 
Insurance Depariment approval. 

* * * 

Mandatory Standards Opposed. Efforts by the State 
of New York Joint Legislative Committee on Health 
Insurance Plans to increase minimum coverage ran 
into the opposition of both employer and insurance 
industry spokesmen during the course of a two-day 
hearing in Albany, New York, recently. Spokes- 
men for organized labor also expressed reservations 
about specifics of the committee’s legislative pro- 
posals. 

In its bills, the committee sought to provide for 
a minimum of 120 days of hospitalization and com- 
parable standards in relation to payment of surgical 
fees. Other bills would have mandated coverage, 
through a choice of mechanisms, for workers during 
periods of unemployment. 


Opposition by management spokesmen was for the 
most part concerned with increasing the cost of 
doing business in New York state. Insurance industry 
spokesmen argued that the carriers had made con- 
siderable progress without mandatory standards and 
should be allowed to continue to do so. Union spokes- 
men indicated they preferred to achieve reforms by 
collective bargaining rather than through legislation. 

Blue Cross and Blue Shield spokesmen, while ap- 
proving the need for higher benefits, expressed reser- 
vations about the imposition of arbitrary levels. 
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ASR Ster iSharps 


the standard 


adn 
thei 
Both Surgeon and Operating Room — 

Supervisor are in complete agree- 
menton stainless steel SteriSharps. 
SteriSharps will not rust, will not 
corrode, and will not become dull 
when autoclaved. They will take a 
sharper edge and will hold this 
edge longer than any other blade. 
SteriSharps are honed from an im- 
ported, high chrome-alloy Swedish 
steel of such hardness that they 
‘may be sharpened to a remarkable 
fineness. With years. of leader- 

* in razor blade and blade edges, 
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ree 2 A-S-R PRODUCTS CORPORATION, HOSPITAL DIVISION, 380 MADISON AVENUE, NEW YORK 17, NEW “hg: . 

In Canada: AeS*R HOSPITAL DIVISION, 2055 DESJARDINS AVEN JE, MONTREAL, CANADA” 


Consultant's Corner 


By John G. Steinle 


Q. In our hospital of 200 beds, the chiefs of services 
are appointed annually by the trustees. Can you give 
the trustees criteria for evaluating the past perform- 
ance of the chiefs? 


A. It must be continually remembered by the trustees 
that the role of the chiefs of services is primarily 
administrative, and they should be evaluated as to 
their administrative effectiveness. 

Following are factors that should be considered: 

1, Organization of the department: 


(a) Are there monthly departmental mectings with 
an average attendance of 70 percent? 

(b) Are minutes kept of all meetings? 

(c) Is there a delegated person who acts in the 
absence of the chief of service? 

(d) If there is an intern or resident training pro- 
gram, is there a departmental director of education? 

(e) Are assignments made of attending staff to the 
outpatient department? 

(f) Is there a guide outline for physical examina- 
tions and for medical record entries? 

(g) Is there a functioning departmental infection 
committee? 

(h) Are there very specific rules for the types and 
kinds of cases that require consultation? 

(i) Is there a system of progressive promotion, with- 
in the staff, so that a young physician can be pro- 
moted, as he acquires experience, to full attending? 

(j) Are the rules and regulations of the department 
published, periodically revised, and known to all 
members of the department? 


2. Supervision of the department: 


(a) Are occupancy, admission, discharge statistics, 
and data on the number and type of laboratory work 
ordered by interns and residents checked regularly 
by the chief and when necessary discussed with the 
attending staff? 

_(b) Are certain specific types of cases, including in- 
fections, regularly reviewed? 

(c) Are medical records of the department staff 
periodically reviewed by the chief of service or a 
delegated person or persons in addition to the rec- 
ords committee of the medical staff? 

(d) Are the consultations regularly checked, at least 
monthly, by the chief of services, and do the consulta- 
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ticns exceed 20 percent of admissions to the service? 

(e) Are the assignments of attending staff and other 
medical staff members to the outpatient department 
at least 90 percent functionally met? 

3. Teaching (with intern or resident program): 

(a) Is there a specific teaching program, and is time 
allocated for lectures and discussions with sub-special- 
ists so that there is a minimum of eight hours of 
didactic work, seminars, and discussions each week? 

(b) Does the specific department have the same 
proportion of interns and residents trained in Ameri- 
can schools as the entire hospital? 

(c) Does the chief of service actively engage in re- 
cruiting outstanding interns and_ residents? 

(d) Is there a program worked out by the chief of 
service for training in other departments, particularly 
x-ray and laboratory? 

(e) Does the chief routinely check the work per- 
formed by the interns and residents? 

{. Cooperation and loyalty: 

(a) Does the chief of service encourage the active 
participation of the other members of his department 
in medical staff activities? 

(b) Does he demonstrate an ability to get along 
with: —Administration units of the hospital — nursing 
service — other clinical departments, including x-ray 
and pathology? 

(c) Does the chief have the confidence and the 
support of the majority of his staff members? 

(d) Does he actively support the hospital in all 
its activities? 

(ce) Does the chief always advocate the interests of 
the department, rather than his personal interests? 
Are the representations made through formal chan- 
nels rather than directly to trustees and other influ- 
ential persons in the community? 

The above can be used as a formal check list. For 
retention of the chief, there should be a minimum of: 

—Six afhrmatives on organization 

—Three affirmatives on supervision 

—Three affirmatives on teaching 

—Three affirmatives on cooperation and loyalty. 

If a chief of service does not meet the minimum 
in any of these four major areas he should be replaced. 
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LET THIS EXPERT 
JOIN YOUR STAFF 


The McKesson Hospital Representative is more 
than a salesman. You'll find, when you deal with 
him, that he’s like an additional member of your staff, 
ready to help you with a wide range of services. He 
is available nationwide at 85 strategically located 
Hospital Departments operated by McKesson & 
Robbins. 


He can help you with professional assistance and 
advise on any aspect of pharmacy operations— 
inventory control to pharmacy layout. 


He can simplify your pharmacy purchasing to 
achieve greater economy and efficiency. All your drug 
needs can be obtained from one supplier, McKesson 
& Robbins, on one invoice. Naturally this cuts your 
procurement and disbursing costs. 


He can assure you fast delivery—a McKesson tradi- 
tion-—or emergency delivery whenever necessary. I's 
like having extra warehouse facilities at your receiving 
door, because your merchandise needs, large or small, 
are awaiting your call. 


He can offer you the professional assistance of “Rex” 
McKay,® a trained pharmacy consultant who is pre- 
pared. to advise on pharmaceutical problems and help 
keep you abreast of the latest drug developments. 


He can give you professional design assistance from 
the McKesson Modernization Service. This service 
provides an experienced designer for individual mod- 
ernization of existing pharmacies, or layout of new 
pharmacies. 


Add a McKesson Hospital Representative to your Staff. Your 
pharmacy, regardless of size, will profit from McKesson & Robbins’ 126 
vears of pharmaceutical experience—as 60°% of the nation’s hospitals do. 
Contact your nearby McKesson & Robbins Hospital Department 

today, or write: Milton Stamatos, Manager, Hospital Department, 
McKesson & Robbins, 155 East 44th Street, New York 17, N. Y. 
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Hospital Pharmacists Discuss 


- - - Legal Restrictions 


- - - Teaching Opportunities 


(The following abstracts were 
taken from papers delivered at the 
Hospital, Pharmacists’ Section of 
the Tri-State Hospital Assembly, 
held May 2-4 in Chicago.) 


Practice Rights 


Legally, Only Pharmacist 
Can Dispense Drugs 

What is the difference between 
“drug dispensing’ and “drug ad- 
ministration”? This question is 
often asked by pharmacists, nurses, 
and administrators. 


“Drug dispensing” is an action 
restricted — by law and tradition — 
to licensed practitioners of phar- 
macy. It consists of issuing singular 
or multiple doses of a medication 
in containers properly labeled as 
to content and/or directions for use 
by a person or persons, as_ pre- 
scribed by one legally allowed by 
federal and state law to treat per- 
sons by use of medicinal substances. 
_ “Drug administration” is the giv- 
Ing or issuing of a single dose of a 
medication by a nurse, as directed 
by a physician, dentist, or veteri- 
narian, 

In Michigan, the attorney gen- 
eral ruled that the evening or night 
Supervisor might not dispense or 
sue druss and/or supplies from 
the hospital pharmacy when the 
Pharmacist was not on duty. He 
also said it was not legal, if a phar- 
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macy cabinet had been set up in 
nursing-service offices, for the su- 
pervisor to dispense drugs [from 
their original packages without a 
pharmacist being present. 

In answer to another question, 
he said lay personnel, nurses, o1 
doctors’ wives may dispense drugs 
from a doctor's office or the hospi- 
tal pharmacy from original stock 
bottles only under the supervision 
and in the presence of either a 
physician or licensed pharmacist. 

The responsibilities of state 
boards to control hospital phar- 
macies can be summed up as fol- 
lows: (1) only a registered phar- 
macist may have access to the 
pharmacy stock of barbiturates and 
narcotics; (2) in the temporary ab- 
sence of the pharmacist, a regis- 
tered nurse, designated by the 
registered pharmacist and the hos- 


William O. Wissman (1.), chief 
pharmacist, Parkview Memo- 
rial Hospital, Fort Wayne, Ind., 
new chairman of the pharmacy 
section, Tri-State Hospital As- 
sembiy, is shown after the 
pharmacy luncheon with James 
S. Palmgren (center), chief 
pharmacist, Northwestern Uni- 
versity Medical School Clinics, 
Chicago, the section’s outgoing 
chairman, and Dean George 
Webster of the University of 
IMinois Coliege of Pharmacy, 
Chicago. 


pital administrator jointly, may 
obtain from the hospital stock of 
drugs, drugs needed in an emei 
gency and not available from floon 
supplies. The nurse, not the reg- 
istered pharmacist, then becomes 
accountable for her actions. 

Only a registered pharmacist is 
permitted to compound or dis- 
pense drugs. In emergency cases 
only, a registered nurse may re- 
move a drug from its original con- 
tainer, or a drug prepackaged by 
a registered pharmacist for nursing- 
service use in the hospital, and 
may remove a single dose from the 
original container for specifi 
patient, 

The nurse shall leave a suitable 
record of any drug removed, and 
shall leave with the record the 
container from which the single 

(Continued on next page) 
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IS THERE TOO MUCH TALK 
ABOUT RESISTANT STAPH AND TOO LITTLE 
ACTION IN PREVENTING INFECTION? 


Medical and hospital trade literature, the last few years, has been filled 
with articles and advertisements about resistant Staph. The problem 
has been serious. But we feel that resistant Staph is not the basic 
problem. It is the danger to patients from all kinds of infection. A work- 
able patient-safety program is not an easy one to maintain. 

A giant step toward the solution of this infection problem can be 
taken, we feel, by recreating the old-fashioned attitudes toward cleanli- 
ness in all hospital personnel in every department. 

These old-fashioned attitudes, combined with modern, efficient aseptic 
products, can help you prevent cross infection. Ask our representative, 
the Man Behind the Huntington Drum, about the Huntington products 
which will help you maintain aseptic techniques. « Huntington Labo- 
ratories, Huntington, Indiana, Philadelphia 35, In Canada: Toronto 2. 


... Where research /eads to better products 


For further information use postcard opposite page 128. 


PHARMACY continued 


dose was taken for drug adiinistry. 


| tion, 


so that it may be properl 
checked by the pharmacist. 


A proposed rule, if adopted py 


state boards of pharmacy unde 


their rule-making authority, would 
legalize the use of nonproprietan 
or official name drug lieu o 
brand-name drugs, provided that it 
has been established that the ge. 
neric product’s medicinal structure, 
action, and strength are identical 
to those of the brand-name drug, 
and that the physician writing the 
prescription has given written au- 
thority lor such substitution before 
the pharmacist dispensed the medi. 
cation. 


If this rule is adopted, it will 
more or less legalize the procedux 
many hospitals, which have 
used the formulary method fo 
many years. — O. K. Grettenberge, 
Lansing, Mich., director, drugs and 
drug stores, Michigan Board 
Pharmacy. 


Residents, Interns 


Teaching Role for 
Hospital Pharmacist 
‘There are many channels open to 
the hospital pharmacist bring 


better use of knowledge to the 
“student” members of the medical 


staff. Up to the present, the hospi- 
tal pharmacist has been the “last 
resort’ source of information to 
the progressive young doctor. 

The pharmacist should certainly 
be the authority for the best usage 
of new and old medicines available 
for patients’ treatment. mem- 
bers of the medical staff should be 
encouraged to use the pharmacist’s 

There are many subjects and 
avenues of presentation open to us. 
Shall the education take the form 
of a formal program, 01 would the 
“buzz session” accomplish more? 
In my own opinion, the planned 
“buzz session” is the easicr way 
reach the audience. 

Many medical schools dv not em 
phasize the writing of prescriptions. 
Interns or residents who are accus 
tomed to writing orders on pe 
tient’s charts must be taught the 


(Continued on page 5b) 
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Formula: benzucaine 4.5% 
benzethonium chloride 0.1%; 
menthol 0.5%; dissolved in 
oils (DOHO PROCESS) 


Available in 3 sizes: 


PRESCRIPTION: new 3 oz. 
(for individual therapy 
in hospital & home) 


HOSPITAL: 12 oz. economy 
JUNIOR: 6 02. 


JUNE, 1960 


AFTER THE BLESSED EVENT 


SOOTHING TOPICAL ANESTHETIC » BACTERICIDAL + FUNGICIDOAL SPRAY 


APPLIED WITHOUT TOUCHING THE INVOLVED 
SENSITIVE AREAS—Immediate relief of pain and 
itching is experienced 


Other indications responding 
to DERMOPLAST’s quick, 
therapeutic pain relief: 


perineal suturing 
hemorrhoids 
pruritus vulvae 
wounds 

burns 

abrasions 
sunburn 


Supporting clinical data on request 


MALLON DIVISION OF DOHO 


100 VARICK ST.. NEW YORK 13.°N. ¥. 


For further information use postcard opposite page 128 
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PHARMACY 


(Continued from page 54) 


new technic of writing orders to be 
interpreted by the corner druggist. 
Since the hospital pharmacist is 
aware of the information needed 
for proper compounding, it is his 
duty to teach. 


The fundamentals of pharma- 
ceutical arithmetic — dilutions, dos- 
age forms, concentrations — are old 
hat to the pharmacist, but often 
bewildering to the medical student 
fresh from the college campus. A 
few sessions devoted to this phase 
of mathematics will aid the trainees 
and save the pharmacist much time 
during the day. 

The hospital pharmacist’s big- 
gest service is disseminating infor- 
mation about new products. He is 
the one person in the hospital who 
is detailed by all the drug com- 
panies, and is most able to compare 
the efficacy of the various medica- 
tions. Discussions of product bro- 
chures will aid both doctor and 
patient. 


Most of the new medications are 


not sold in the standard dosage 
forms we have become accustomed 


to. Many are expressed as units, in- 
stead of milligrams or grains. As 
new products reach us, we should 
inform the staff, so that there is no 
contusion prescribing. 

Belore an educational program 
can begin, one policy must be de- 
termined — how much control the 
residents, and possibly interns, have 
in prescribing medication. Some 
members of the staff allow more 
latitude than others. Knowledge 
of the trainees’ status will aid the 
pharmacist in planning pro- 
gram to have the greatest possible 
impact. 

Well-informed trainees will have 
the background to suggest a change 
medication, and will have 
enough confidence in themselves to 
act when necessary. 

Many of the men who are now 
interns or residents on the. staff 
will go into practice in the city 
in which they interned, thereby 
becoming members of the local 
medical staff. Any contact the hos- 
pital pharmacist can make with 


A Product Of LUMEX QUALITY ENGINEERING... — 


BED RAILS 


A New % Length Rail Made To Fit Almost Every Hospital Bed 


towards the foot or head of bed. 


Only $54.00 per pair 


@ CAN BE INSTALLED BY ONE PERSON IN LESS THAN 5 MINUTES! 
@ EXCLUSIVE “PUSH-BUTTON” FOLDING OPERATION! 


NEWEST DESIGN ...FEATURE FOR FEATURE, THE BEST! 


@ Underbed Cross Braces assure rigid mounting. 

@ installation in less than 5 minutes by one person using only a screwdriver. 

® Underbed Cross Braces adjusted from the side of the bed, NOT UNDERNEATH. 


Exciusive, ‘‘Push-Button”’ operation folds Rail below mattress level without under- 
bed interference — Lift up on Rail and it locks Automatically into upright position. 


@ Chrome-Plated Steel Rails and Cadmium-Plated Stee! Mounting Frame. Bed Ciamps 
and Stabilizing Bars are welded into one rugged self-aligning unit. 
@ Full %, 50” long Rails can be folded either 


Specify Regular or Hi-Lo Bed When Ordering! 
“PUSH-BUTTON” BED RAILS Catalog No. 500 


Shipping Weight: 33 Ibs. F.0.B. Valley Stream, N. Y. 


LU MEX Inc. 


them through his educational pro. 
gram will pay dividends for years 
to come. — Douglas Lloyd Vivian, 
R.Ph., senior pharmacist, Hurley 
Hospital, Flint, Mich. 


(The following is abstracted from 
a paper given at the recent gather. 
ing of the American Phaymaceuti- 
cal Association and affiliates, held 
in Cincinnati.) 


Five Basic Principles 


The Human Element in 
Management Can be 
Controlled and Measured 


As a manager, the — pharmacist 
spends 90 per cent of his time deal. 
ing with people, with 70 per cent 
of it spent in verbal communica- 
tion. Five basic principles can 
enable us to increase our depart- 
ment’s productivity and efficiency: 
development of personal communi- 
cations and understanding; estab- 
lishment of good _ inter-depart. 
mental communications; training 
your understudy and other people 
within the department; learning 
to delegate responsibility; and de. 
veloping morale. 


Two years ago, realizing that 
the management of employees was 
becoming an important factor in 
our daily work, our hospital re 
tained a professor of economics 
to conduct a class in supervision. 
These weekly classes were con- 
ducted for department heads and 
nursing supervisors. 

At the end of the lecture series, 
each student wrote a case study. 
One of these traced the steps of a 
prescription traveling from the out- 
patient clinic to the pharmacy and 
return, and showed it to be handled 
by nine different employees. As a 
result of that study the system was 
streamlined, with an increase in 
efhciency in all departments. 


As a result of this course, which 
last year was extended to include 
head nurses and nursing students, 
there has been less conflict between 
the various departments. While not 
all of our conflicts are resolved ex- 
actly as we want them, an intelli- 
gent compromise can be made. We 
are now a team, not a mob.—Ed- 
ward F. Croumey, chief pharmacist, 
The Mary Fletcher Hospital, Bur 
lington, Vt. 
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New Analgesic 
Analexin, a new non-narcotic anal- 
omylaxant, is manufactured by 
frwin, Neisler & Co. The medica- 
tion is recommended as a general 
analgesic for a wide variety of 
painful conditions. Qne 200 mg. 
tablet is clinically equivalent to 
one grain of codeine. 

Each tablet contains 200 mg. 
phenyramidol hydrochloride. Avail- 
able in bottles of 100 tablets. 


Liquid Antibiotic 

A bactericide, Actol, said to be ef- 
fective against gram-positive and 
gram-negative organisms associated 
with intestinal infections, is mar- 
keted by S. E. Massengill Co. 

A combination of two antibi- 
otics, neoymycin sulfate and poly- 
myxin B sulfate, Actol is said to 
be two to ten times as effective as 
either antibiotic alone. 

Supplied in bottles of one pint. 


Oral Nasal Decongestant 


Ornade, an oral nasal decongestant, 
has been introduced by Smith 
Kline & French Laboratories. The 
new preparation is recommended 
by the manufacturer for prolonged 
relief from respiratory tract con- 


gestion and hypersecretion in colds, | 


influenza, and other disorders. 
Available in bottles of 30° cap- 
sules. 


New Calmative 

Timovan, (Prothipendyl —hydro- 
chloride) a new calmative for relief 
of anxiety and tension in the am- 
bulatory patient, is being marketed 
by Ayerst Laboratories. 

According to the manufacturer, 
Timovan alleviates tension through 
its central effect to inhibit over- 
stimulation of the cortical and _psy- 
chic areas of the brain. 

The product is supplied in two 
Strengths in bottles of 100 and 
1,000 tablets: No. 739, 25 mg., and 
No. 740, 50 mg. 


For Asthma Relief 


A new aminophylline in sustained- 
action orm is announced by Wynn 
Laboratories. The 4%-gr. Dura- 
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Nutritional Supplement 

ViDaylin-M, a new diet supplement 
for infants and children, is an- 
nounced by Abbott Laboratories. 
The candy-flavored syrup contains 
a homogenized mixture of I] vita- 
mins, eight minerals, and an amino 


Tab S.M. tablets are recommended 
for use in chronic asthma, conges- 
tive heart failure, angina pectoris, 
and other cardio-pulmonary condi- 


a acid. One daily 5-ml. teaspoon dose 
According to the manufacturer, provides nutritional supplementa- 
there is a low incidence of gastric tion normally required by children 
distress. from one to 12 years of age. 
Available in bottles of 30, 50, Available in 5-fl. 0z., 8-fl. oz., and 
and 100 tablets. pint bottles. 


new film available... 


shows technic for isolating the operative wound from the 
patient’s own skin in a wide variety of surgical 
procedures...a practical aid to control of infection 


Color 
Sound 

17 minutes 
16 mm. 


This film demonstrates 

both the concept and 
the means of achieving 
more stringent asepsis. 


Suitable for all groups: 
O.R. nurses, interns, 
residents, complete 
surgical staff, hospital 
staff, Infections 
Control 
Committees, 


Premiered on the 
scientific program of the 

Clinical Meeting of the 
American Medical Association, December, 
: 1959. Approved for inclusion on 
<i the American College of Surgeons’ 
list of approved films. 


To schedule a showing, send requests to the Aeroplast Corporation, Station A—Box 1, 
Dayton 3, Ohio. Please mention a preferred and an alternate date. Would you also like 
to show a 16 mm., color and sound, film on the use of spray-on plastic surgical dressing? 
This is available for showing with the above film, or separately, if you prefer. 
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Eastern Encephalitis 


Survivors of 1959 Outbreak 

Suffered Extensive Brain Damage 

New Jersey experienced a sharp, well-defined out- 
break of Eastern viral encephalitis among humans 
in August, September and October of 1959 — the first 
time such cases had been reported there in humans, 
although it has been well-known among horses and 
pheasants since 19353. 


It is interesting to note that at the same time, 
outbreaks of poliomyelitis and the syndrome = cur- 
rently called aseptic meningitis were occurring almost 
throughout the state. The outbreak, while only about 
one-third in size compared to paralytic polio, was 
sharply different in its characteristics. 

Twenty-one patients died, a fatality rate of 64 per- 
cent. In most surviving cases the brain damage was 
severe. The disease occurred among those under 30 
years ol age and over 50. 


The diagnosis of Eastern encephalitis rests on 
four sources of evidence: the clinical manilestations, 
the history and the relationships of the epidemiologi- 
cal pattern: a rise in titre of the specific antibodies 
in the blood when acute and convalescent blood 
samples were compared; the pathology as observed 
in autopsy material; and the isolation of the virus, 
usually from autopsy material. 


During the outbreak, George W. Sciple, M.D., and 
Donald D. Stamm, M.D., of the Public Health Service, 
and Matthew J. Bonese, M.D., of the New Jersey 
Health Commission, collected blood specimens from 
wild birds. One myrtle warbler and an English spar- 
row were shown to be harboring the virus. — Roscoe P. 


. . . Atlantic City, April 20-22 


Kandle, ML.D., State Commissioner of Health, Tren- 
ton, N.]. 


Antibiotic Prophylaxis 


Antimicrobial Agents Successful 

in Preventing Some Recurrences 

The great improvement in the treatment of several 
diseases with the advent of antimicrobial agents has 
naturally led to the use of these agents to prevent the 
occurrence of these diseases — or modern prophylaxis, 
through employment of these same antimicrobial 
agents. The success of such prophylaxis in the preven- 
tion of recurrences of rheumatic fever or the protec- 
tion of closed populations facing an epidemic of 
meningococcal meningitis cannot be denied. Recently, 
however, medical literature has offered conflicting ad- 
vice as to the value of these agents in preventing 
secondary bacterial infections complicating such viral 
diseases as measles. 


Anticipating an epidemic of viral respiratory  ill- 
nesses in 1957, a random selection method was estab- 
lished in a private pediatric practice whereby over 
800 individuals presumed to be suffering from such 
illnesses (measles and influenza, Type A, Asian strain 
predominating) were given either antimocrobial pro- 
phylaxis (using sulfonamides or tetracyclines) or 
symptomatic therapy alone. All patients were seen 
at least twice during the illness or complication, if 
one developed. 

Results of this study tend to support the thesis 
that the administration of antimicrobial agents, in 
anticipation of a bacterial complication, do not reduce 


Continued on next page) 


The Executive Board of the American Academy 
of Pediatrics. Back row: Drs. George H. Schade, 
Tyree C. Wyatt, Frank H. Douglass, George W. 
Starbuck, Harold F. Flanagan, James G. Kramer, 
Clarence H. Webb, Robert G. Frazier and James 
G. Hughes. Front row: Drs. E. H. Christopherson, 
Carl C. Fischer, William W. Belford and George 
M. Wheatley. 
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ardner-Murphy 
Pediatric 
Scalp-Vein 
Infusion Outfit 


| 


Catalog #SG-MD 
The Gardner-Murphy outfit was 
especially developed, through 
i RANFAC research, for constant 
' intravenous therapy for infants. 
| The needle has a short bevel 
and is attached to the hub by a 


special vinyl catheter. This cath- 

When yo ul eter is non-toxic and produces 

: specify no reaction when it comes in 
RANFAC contact with tissue. The needle 

* is easily inserted into the scalp 
you are assured vein and immobilized against 
of “finest the scalp with adhesive tape 

: or plaster of paris strips. The 

professional Gardner—Murphy unit can be 
instruments sterilized, by autoclaving, in the 


envelope in which it is pack- 
aged. The Gardner-Murphy out- 
fit is available in 25, 24, 23, 22, 
20 and 18 G. 


| through research.” 


RANFAC manufactures a precision line of surgical products. : 
Write for our new Free catalog today. 


| RANDALL FAICHNEY CORP 


299 MARGINAL STREET * BOSTON, MASS. 


NO SNARLS—NO KINKS — NO WASTE, 


When You Use 
Stainless Steel 
*Steri-Spools in 
Halliday Wire Cutting 
Dispensers 


Wire sizes 18 to 40 B & S 
THE SUTURE 
IN YOUR FUTURE 


If your dealer cannot supply, 
write to the manufacturer— 


THOMAS W. HALLIDAY 
911 N. WESTMOUNT DRIVE 
LOS ANGELES 46, CALIF. 


*Trade Mark Registered 


FIRST CHOICE of NURSES 


Comfortable DRAW STRING | 
or ELASTIC BACK | a 
“MARVELLA” 


Nurse’s Surgery Cap 


for Operating and Delivery 


Room, Lab and Nursery 


Write for Illustrated Catalog 


HOLLYWOOD TURBAN PRODUCTS CO. 


1104 S. Wabash Ave. Chicago 5, Ill. 
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PEDIATRICS continued 


the occurrence of complications to any statistically 
significant degree. One weakness in this original 
study was that the practicing physicians were aware 
of the program to which each patient had been com. 
mitted, and so the results might be questioned as 
biased. 

Currently, a double-blind method of study of the 
same problem is being conducted in private pediatric 
practice. Though the analyses are not complete, im- 
plications resulting from six weeks of study involving 
100 patients tend to confirm the conclusions reached 
in 1957. — Edward H. Townsend, M.D., clinical assist. 
ant professor, University of Rochester (N.Y.) School 
of Medicine and Dentistry. 


Group Practice 


New Concept Demands Change 
to Consultative-Referral Practice 


Presumably, the idea of ‘new pediatrics” stems from 
the rumblings of discontent voiced by a few that 
the practice of pediatrics no longer affords a satis- 
factory professional career because of the long hours, 
low pay as compared to other specialties, and the 
monotony of practice as compared to the glamor 
of residency training. 


In the new pediatrics, the public would be educated 
to appreciate the pediatrician’s superior worth and 
would be willing to pay fees commensurate with his 
special training. Thus, he would see fewer patients, 
have adequate time for each patient, and _ receive 
higher fees. 

If this concept is correct, pediatric practice would 
automatically change to a consultative or referral 
type practice such as exists in Canada and Europe. 
The present system has brought the highest quality 
of medical service to children in this country in exist- 
ence anywhere in the world. It should not be aban- 
doned until some other system — such as better trained 
general practitioners — has been developed in its place. 
There is clear evidence that medical students and 
interns are being steered away from careers in pediat- 
rics because of the current adverse criticisms about 
pediatric practice. This is unfortunate, and a dis- 
service to the profession. It is high time the positive 
side of pediatrics be vigorously defended.—Lee Forrest 
Hill, M.D., chief, department of pediatrics, Raymond 
Blank Memorial Hospital for Children, Des Moines. 


How Collective Skills 

Fit into the “New Pediatrics” 

I conceive of the new pediatrics as being an approach 
to practice which requires the pediatrician to be 
sensitive to the psychological and emotional! aspects 
of illness and general growth and development, and 
that he is able, by his own ability or by using the 
abilities of his specialized colleagues, to make avail 
able to families in his practice pediatric care which 
encompasses all these factors in a satisfactory way. 
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advocates of killed-virus versus live-virus in the 
prevention of polio go into a huddle after their 
debate at the convention session. The conclusions 
of Jonas E. Salk, M.D. (1.) are given in the text 
below. Other participants, left to right, are Drs. 
Dorothy M. Horstmann, Hilary Koprowski, and 
Joseph Stokes, Jr. 


The group to which I belong is composed of four 
pediatricians and a part-time pediatric orthopedist, 
all with separate but closely integrated practices. 


Most busy practitioners feel that the new pediatrics 
may be so prohibitive in time-expenditure as to be 
impractical. We feel group practice may solve this 
problem in any one of three ways: 


First, the group may include one member whose 
principal interest lies in this field and who devotes 
most of his time to this type of work. Second, by 
virtue of the time coverage possible with a group, 
each member may so schedule his time as to have 
certain periods free to devote to his patients needing 
special efforts in the guidance phase of pediatrics. 


Thirdly, and I believe ideally, the members of 
the group may each handle the routine problems of 
guidance and psychological pediatrics for their own 
patients, and being sensitive to and perceptive of the 
need, may refer his more involved problems to a good 
child psychiatrist. This, of course, will demand com- 
petent insight and understanding on the part of the 
pediatrician as to which patients need referral.—Henry 
F. Lee, M.D., assistant professor of pediatrics, Univer- 
sity of Pennsylvania, Philadelphia; chief pediatrician, 
Chestnut Hill (Pa.) Hospital. 


Can the New Pediatrics be 
Practiced in a Mixed Group? 


The “mixed group” as used here indicates one in 
which members of various specialties are represented. 
There is first of all a great advantage in the lack 
of jurisdictional disazreement which can arise between 
various overlapping specialties. Two places where 
the practice of pediatrics is most likely to be in- 
volved are in the care of the adolescent and in the 
neonatal period. From the mortality point, the more 
important is the newborn period. The practice of 
having all newborns turned over immediately to the 
pediatric service is probably standard in mixed groups. 


In the case of abnormal delivery, maternal disease, 
Suspected anomaly or prematurity, the pediatrician 
Is summoned in advance. 


Of similar nature, but at the other end of the 
pediatric spectrum, is the handling of adolescents. 
In many communities, an arbitrary chronologic age 
such as 12 or 14 years is used for the cutoff time 
between pediatric and internal medicine. It is much 
easier in a mixed group to make allowances for the 
psychologic difference which separates the near-adult 
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from the early adolescent. ‘The absence of competi- 
tion makes the choice of which specialty shall handle 
the adolescent more often a matter of clinical rather 
than administrative judgment. 


It is my opinion that the new pediatrics can be en- 
hanced by group practice because the unusual cases 
that do arise may be studied more easily; well-child 
care and guidance may often be aided by an easily 
obtained consultation; interest is stimulated by an 
increased number of sick children who often seek 
first the advice of someone in the group who repre- 
sents a more limited specialty; and the child is con- 
sidered under pediatric jurisdiction from before his 
birth until late adolescence.—Donald M. Burke, M.D., 
chief of pediatrics, Golden Clinic; Memorial General 
Hospital, Elkins, W. Va. 


Polio Vaccine 


The Salk Killed-Virus Vaccine 
Can Be 99% Effective with One Dose 


Studies have shown that a single-dose multiple vac- 
cine of the Salk type to immunize many of the viruses 
that afflict man may soon be realized. Even after one 
dose, vaccine can be effective in all vaccinated sub- 
jects; effects approximating 100 percent have already 
been achieved for the type II (poliovirus) component 
and are attainable for types I and III. There is no 
question that the present killed-virus vaccine now in 
use could be promptly and consistently effective after 
one dose and for all three types if the antigen content 
were adequate. 


It is clear that when vaccines are 90 percent or 
more effective after the first dose, 99 percent or 
more are protected after a second dose, and that 
immunity so induced has been observed to persist 
for at least six years. These observations contradict 
the claim that only with a live-virus vaccine can 
long-term immunity be induced. 

The expectations of some that a killed-virus vaccine 
for polio was merely a stage on the way towards the 
ultimate development of a live-virus vaccine appears 
to have reflected an under-estimation of the poten- 
tialities of killed-virus antigens. It now appears likely 
that a multiple killed-viral antigen preparation, that 
can be expected to induce an effect consistently after 
a single dose, and encompassing many of the viral 
pathogens for man, may soon be realized. Jonas E. 
Salk, M.D., commonwealth professor of experimental 
medicine; director of virus research laboratory, Uni- 
versity of Pittsburgh, Pa. 


61 


tht Fa A 
1ed 
ice. 
ind 
jat- 
lis- 
ive 
est 
nd 
es. 
ch 
be 
‘ts 
id 
1€ 
il- 
‘h : 


skilled 
~ hands deserve 
the finest 


WILSON 
SURGEONS 
GLOVES 


THE ONLY BRAND WITH 
flat trim wrist and naturally curved fingers 


Now available in a new wrist style—without beaded 
edge—color-banded Wilson Gloves are better 

than ever. They slip on more easily, fit the wrist more 
comfortably, show less tendency to roll down in 
use. And with exclusive curved fingers that follow 
natural hand conformation, Wilson Surgeons’ Gloves 
are unsurpassed in fit and comfort. 


BECTON, DICKINSON AND COMPANY 
RUTHERFORD, NEW JERSEY 


in Canada: Becton, Dickinson & Co., Canada, Ltd., Toronto 10, Ontario 


WILSON AND B-D—REGISTERED TRADEMARKS, U.S. PAT. OFF. 80060 
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American College of 


Obstetrics and Gynecology 


Slightly over 2,000 specialists in the fields of obstetrics 
and gynecology, guests from allied fields, and scientific 
and technical exhibitors gathered at the Queen City 
for the eighth annual clinical meeting of the ACOG. 

The general program was supplemented by break- 
last conlerences, seminars and conterences, and a 
program arranged by the committee on audio-visual 
education. 

C. Paul Hodgkinson, M.D., chairman of the depart- 
ment of gynecology and obstetrics of the Henry Ford 
Hospital, Detroit, was installed as president of the 
college during the assembly. He succeeded John I. 
Brewer, M.D., professor of obstetrics and gynecology, 
Northwestern University Medical School, and chief ol 
the division of obstetrics and gynecology at Passavant 
Memorial Hospital, Chicago. 


Herbert E. Schmitz, of Chicago, prolessor and 


chairman of the department of obstetrics and gyne- 


Most persistent standee in the president’s reception line was TOPICS’ 
Photographer—hoping for a break in the crowd to gli the principal 
It came finally, above, to show outgoing president Jchn |. Brewer, 
M.D., and Mrs. Brewer, greeting their wellwishers. 


C. Paul Hodgkinson, M.D., raises his hand as he receives the oath of 
office from Dr. Brewer. Dr. Hodgkinson, new ACOG president, is chair- 
man of the department of obstetrics and gynecology at the Henry Ford 
Hospital in Detroit, Mich. 


JUNE, 1960 


. . . Cincinnati, April 3-6 


cology, Stritch School of Medicine of Loyola Univer- 
sity, was chosen president-elect, and will be inducted 
us president at the 1961 annual meeting in Bal Har- 
bour, Fla. 

Other ofhcers elected were: George E. Judd, M.D., 
of Los Angeles, first vice-president; Howard C. ‘Tay- 
lor, Jr., M.D., of New York, second vice-president; 
Axel N. Arneson, M.D., of St. Louis, treasurer; Craig 
W. Muckle, M.D., of Philadelphia, secretary; and 
Sprague H. Gardiner, M.D., of Indianapolis, assistant 
secretary. 

Topics presents abstracts from selected papers 
presented at the meeting. 


Heart Conditions 


Cardiac Strain Greatest in 

First Seven Months of Pregnancy 

When a pregnant patient with a possible cardiac 
condition appears for examination, four questions 
ure routine: does the patient have heart disease; what 
type of lesion; what physiological changes are impor- 
tant which may lead to further disturbance of preg- 
nancy; how should the patient be managed. 


A careful history and physical examination with 
particular attention to the nature of cardiac murmurs 
are helpful. The obstetrician may take x-rays and clec- 
trocardiographs, or request the internist to do so. If 
an organic heart condition exists, the obstetrician 
should be aware that about 95 percent are rheumatic 
in type, three percent congenital, and two percent 
due to other factors. 


(Continued on next page) 
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Michael Newton, 
M.D., chairman of the 
department of obstet- 
rics and gynecology, 
University of Missis- 
sippi School of Medi- 
cine, Jackson, who 
spoke on blood loss 
during pregnancy. 


OBSTETRICS, GYNECOLOGY continued 


Of the physiological changes with which the ob- 
stetrician must be familiar, the most important is the 
increasing cardiac strain which reaches its maximum 
at about seven months. Cardiac output at this time 
is increased by approximately 2500 cc, and heart fail- 
ure becomes increasingly likely during the first seven 
months; less likely thereafter. 


Rules of management are: |) examine the patient 
at each visit, with particular reference to the lung 
bases, since the appearance of moisture in this area is 
the first definitive sign of decompensation; 2) urge her 
to spend at least two hours in bed during the day, 
and retire at 9 p.m.; 3) hospitalize classification II or 
IV at the time of the first visit, to remain in bed 
throughout the pregnancy; 4) treat those with a his- 
tory of decompensation as classification III and IV 
regardless of any prior therapy; 5) at the first sign of 
any decompensation, order hospitalization and abso- 
lute bed rest. 

If cardiac failure is present in the first three 
months and cannot be completely cleared, the 
pregnancy should be terminated. If failure occurs 
between three and six months, bed rest and digitali- 
zation are generally effective and adequate. If it 
occurs alter six months, the outlook should be good.— 
David N. Danforth, M.D., professor of obstetrics and 
gynecology, Northwestern University School of Medi- 
cine, Chicago; chairman, department of obstetrics and 
gynecology, Evanston (IIl.) Hospital. 


Surgical Emergencies 


Attitude That Problems Can Be 

Handled Ups Potential 

To anticipate cord problems in the delivery room, 
auscultate the fetal heart after rupture of the mem- 
branes, have the services of an anesthetist available 
at all times, and keep an abdominal pack sterile and 


pregnancy. 


64 


Left: Harold W. Mayberger, M.D. (I.), attend- 
ing obstetrician and gynecologist, The Com- 
munity Hospital, Glen Cove, L.1., N.Y., and 
co-author of the paper on perinatal deaths 
presented at the convention, gives thoughtful 
attention to the comments of Edwin M. Gold, 
M.D., of Brooklyn, N. Y., who spoke on ectopic 


Right: Capt. William Minerd, of Fort Rucker, 
Ala., shares a few chuckles with John Whit- 
ridge, Jr., M.D., associate professor of ob- 
stetrics, Johns Hopkins University School of 
Medicine, and chief of the bureau of pre- 
ventive medicine, State Department of Health, 
Baltimore, Md., who spoke at a breakfast con- 
ference on the nurse-midwife. 


at hand in order that an abdominal section can be 
done in case of emergency. In our own experience, 
we have found that with a change in philosophy from 
the idea that cord problems were generally fatal to a 
belief that the outlook is not so dismal, the fetal sal. 
vage increased from 25 or 30 percent to 50 percent 
or more in some of the local hospitals. 

Maternal hemorrhage may lead to fetal anoxia, or 
there may be concomitant fetal blood loss with sub. 
sequent fetal death in the neonatal period. Death 
then is attributed to shock. This situation has been 
noted more where placenta was lacerated belore or 
during delivery. The hematocrit of such babies should 
be checked at birth, and blood replacement made 
where indicated. 

Maternal hemorrhage during the last trimester js 
usually attributable to placenta previa, rupture of 
the marginal sinus, or abruptio placenta. Formerly, 
pregnancy was interrupted, even though the infant was 
known to be non-viable. Now we know there is a good 
chance for survival. If the baby is considered pre- 
mature, we have followed a policy of deferring deliv- 
ery, with strict supervision and instruction. If the 
patient is uncooperative and undependable, or criteria 
cannot be fulfilled, we do not sanction dismissal from 
the hospital until after parturition. 

In abruptio placenta, vaginal delivery is usually 
affected unless the cervix is closed, and bleeding is 
more of a maternal than a fetal problem, in which 
case cesarean section is strongly considered. Blood 
replacement is done for fetal as well as maternal 
reasons. 


Fetal distress is secondary to hypotension induced 
in the mother by caudal administration of a pressor 
substance and the giving of oxygen to the parturient. 
Uncorrected hypotension may be fatal to the infant. 


The usual maternal emergency concerns hemor- 
rhage. A quick test for whether or not bleeding is 
from a placenta previa, abruptio placenta, rupture 
of the ovarian-renal venous plexus, uterine rupture 
or ectopic gestation, and a blood transfusion is needed, 
is to sit the patient up. If she faints, blood is needed 
promptly. Otherwise, we may prepare to combat 
impending shock in more orderly manner. — 4. W. 
Diddle, M.D., and Martin Davis, M.D., Memorial Re- 
search Center and Hospital, University of Tennessee, 
Knoxville. 
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Left: Frederick P. Zuspan, M.D., assistant 
professor and Oglebay Fellow in obstetrics, 
Western Reserve University School of Medi- 
cine, Cleveland, 0., delivered four papers at 
the convention, dealing mainly with the psy- 
chology of women and the use of hypnosis in 
pregnancy. 


Right: Clayton T. Beechman, M.D., clinical 
professor of obstetrics and gynecology, Temple 
University Medical School, Philadelphia, de- 
livered two papers, one concerned with cervical 
conization in pregnancy. 


Late Pregnancy 


Trend is Toward Greater 


Use of Induction of Labor 


When the termination of late pregnancy is indicated, 
two methods are available — cesarean section and in- 
duction of labor. Formerly, the cesarean section con- 
stituted the usual procedure. Recently, improvements 
in technic have increased the safety and reliability of 
induction. 

This study, based on 445 indicated terminations, 
was done in an effort to define the circumstances 
under which induction is effective. All of the preg- 
nancies were of 28 weeks or more, infants weighed 
more than 1,000 gms., and all were alive at the time 
of decision. Of the total number, 270 were terminated 
by induction, and 175 by cesarean section. 

Indicators were in three categories: 1) systemic 
obstetrical: progressive toxemia, blood incompatibil- 
ity, and prolonged pregnancy; 2) local obstetrical: 
placenta previa, placenta abruptio, and fetal distress; 
and 3) medical complications: diabetes, cardiac or 
renal disease, and certain miscellaneous reasons. 

In the first category, the perinatal mortality was 
1.4 percent for induction, 19 percent for cesarean; in 
the second, 21 percent for induction, 12.8 percent for 
cesarean; in the third, 0 percent for induction, 4.2 
percent for cesarean. These figures suggest that induc- 
tion has a definite place in the first and third cate- 
gories, provided there is individualization of each 
problern. In the second category, the balance is in 
favor of cesarean section, though induction may be 


George H. Ahlering, M.D. (I.), of the St. Louis (Mo.) University Group 
Hospitals, enjoys his first meeting with Bernard Botsch, M.D., since his 
internship 10 years ago. Dr. Botsch is affiliated with Mercy and 
St. Vincent hospitals in Toledo, O. 


preferable in certain instances. 

Analysis of the results of two five-year periods 
showed our induction rate to have increased from 86 
to 91 percent in the first group; from 4.3 to 26.2 per- 
cent in the second; and from 52.5 to 71.9 percent in 
the third group. A study of perinatal mortality in 
the periods reveals a reduction in the induction group, 
whereas the rate has remained the same for cesareans. 
—F. L. Payne, M.D., chairman; Harry Fields, M.D., 
assistant clinical professor; and John W. Greene, 
M.D., assistant professor; all of the department of 
obstetrics and gynecology, School of Medicine, Um- 
versity of Pennsylvania, Philadelphia. 


Blood Loss 


Hemorrhage Still Major Cause 
Of Death; Measurements Important 


The amount of blood loss 1s important because hem- 
orrhage is still an outstanding cause of death in child- 
birth. And though the loss may not be severe, it may 
prolong the patient’s convalescence, and debilitate 
her to the point where she cannot give her baby and 
her family the care they need. 

Blood loss is not easy to measure accurately. Pre- 
liminary investigations for our study involved con- 
struction of an apparatus to collect blood at delivery, 
and refinement of technics for extracting blood from 
sponges and perineal pads. Our experiments showed 
it was possible to recover approximately 90 percent 
of the known amount; thus, we felt the measurements 
were reasonably reproducible and accurate. 

The main part of the work consisted of determin- 
ing the loss on the delivery table, in the first hour 
after removal, and in the subsequent 24-hour period. 
We studied 100 women, all of them normal. The 
average for all at the time of delivery was 339 cc., with 
those having the first child accounting for more loss 
than others. In the one-hour period following, the 
average was 42 cc. During the subsequent 48 hours, 
the average was 91 cc. for the first 24 hours, and 17 
cc. for the second period. 

The effect of synthetic oxytocin was studied on alter- 
nate patients. More of those not receiving the drug 
required additional treatment to control bleeding 
during or shortly after delivery. 


(Continued on page 71) 
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ISTANBUL, 
on the 
Bosporus, 
knows 

PENTOTHAL 


Istanbul is a fascinating blend 
of Asian and European cultures. 
The past surrounds you with 
fabled mosques, stately mina- 
rets. At the same time, you see 
Ee a growing evidence of a modern, 
4 progressive city. And doctors 
here, as everywhere, choose 
Pentothal. They know that no 
-other intravenous anesthetic of- 
fers them a background of over 
3200 published world reports 
and a quarter of a century of 
continuous use. Good reasons, 
too, for your trust. 


PENT ‘OTF 4AL SODIUM 
tal Sodium ADDON) 


in intravenous anesthesia — 
a drug of choice the world over 


ie ISTANBUL, BY ERIC VON SCHMIDT (opposite page), is available 
af in handsome wide-margin print. Write Professional Services, 
4 Abbott Laboratories, North Chicago, IVinois. 
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You'll find Abbott’s disposable venoclysis set, 
SO the Venopak, particularly simple to use. 
ss | _ Just screw it into place on the bottle. No piercing 
S ] mM p a pin to drive. No vacuum to relieve. 
t O Drip chamber priming is under your full control. 
Merely squeeze the ready-coiled tubing to bring 
Set fluid to the desired level. 
You regulate rate of flow with a slide-type clamp. 
up Dependable. Its setting doesn’t change if the 
patient inadvertently pulls the tubing. 

Filtered air bubbles rising in the bottle hep you monitor the 
continued flow when you are distant from the patient. 

Supplemental medication to add? Easy. Choose between two routes. 
If you want the full dose to take immediate effect, inject through 
the gum rubber site, while holding the plastic tubing shut. 

Or if you want gradual effect, inject medication into the bottle 
through the air inlet. (No need to install an auxiliary check valve 
when you do so. The Venopak air inlet doesn’t leak. ) 

Bubbles rising from the air inlet will suffice to mix most 
medications into your solution. 

Emergency? The Venopak lets you switch to blood transfusion 
instantly, without making a new venipuncture, and without changing 
the basic hookup. Just plug into the Venopak air inlet, using 
Abbott’s Secondary Blood Administration Set. 

Blood will automatically take over. 
Similarly, you can easily add other fluids by the secondary route. 
The Venopak, with refinements in details, has proved itself 
during more than two decades of hospital experience and approval. 
No design is faster to set up than Abbott’s, none is more reliable. 
Won't you ask your Abbott man to demonstrate soon? 


Venopak is a registered trademark of Abbott Laboratories 
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Left: Ronald S. Cron, M.D. ‘1.), 
of Marquette University Medi- 
cal School, speaker, and chairman 
of the convention's scientific 
exhibits, chats with Frederick J. 
Hofmeister, M.D., also of Mar- 
quette, and chairman of district 
VI of ACOG. 


Right: Robert A. Cosgrove, M.D. 
(1.), of Seton Hall College of 
Medicine and chairman of dis- 
trict I1l of ACOG, and W. Nor- 
man Thornton, J.R., M.D., of 
University Hospital, Charlottes- 
ville, Va., chairman of district IV 
and chairman of the program 
committee, at president’s dinner. 


OBSTETRICS, GYNECOLOGY 
(Continued from page 03) 

We were especially interested in doctors’ estimates 
of blood loss made at the time of delivery with actual 
measured loss. On an average, there was a 46 percent 
difference. When loss was low, the estimate tended to 
be considerably higher than the actual loss, and vice 
versa. Thus, if a doctor estimated the blood loss at 
500 cc, which is commonly considered to be hemor- 
rhage, then the actual amount lost may have been as 
high as 950 cc., or almost twice the estimate. 


It is well to remember the importance of caretul 
measurements. When episiotomies are necessary, they 
should be done with care and control, as far as pos- 
sible, of bleeding. Routine use of drugs to make the 
uterus contract is advisable at the time of delivery. — 
Michael Newton, M.D., professor and chairman, de 
partment of obstetrics and gynecology, University of 
Mississippi School of Medicine, Jackson. 


Perinatal Deaths 


Investigation of Causes and 
Changes Occurring Within Infants 


Our study of perinatal deaths aimed to serve two 
purposes: recognition of the cause of death, from 
which one might learn how to prevent similar deaths 
in the future; and investigation of the changes occur- 
ring within the infant, often regardless of the cause, as 
an aid to the physician caring for similar infants. 

The cause of death, apart from specific conditions 
such as malformations, isoimmunizations, and fetal 
infections, is usually fetal distress. Many of the com- 
mon findings in perinatal pathology are manifesta- 
tions of distress; they are no more acceptable as the 
cause of death than would be shock, without further 
explanation, in an adult. The cause of distress is 
usually not within the infant's body, and therefore 
cannot be determined by autopsy in the majority ol 
cases. An integral part of the study is the examination 
of placentas, at least those with known or suspecied 
abnormalities in the mother, infant, or the placenta 
itself, including the cord and membranes. 


Additional information may be derived from clinical 
observation. When all these are exhausted, there will 
bea group of deaths remaining for which the cause is 
undetermined. It will be scientifically more profitable 
in the long run to admit the lack of complete know!- 
edge, rather than devise a complete but meaningl¢ss 
System which has a place for every case. 


JUNE, 1960 


Changes occurring within the infant as a result olf 
distress include damage to the brain, myocardium, 
liver, adrenals, and perhaps other organs. All these 
lesions may seriously affect the immediate postnatal 
course of an infant. Only brain lesions may result in 
permanent damage. They may become apparent and 
be properly interpreted as to their etiology only 
through careful followup. — Peter Gruenwald, M.D., 
associate professor, obstetrics and pediatrics, Johns 
Hopkins University School of Medicine, Baltimore, 
Md., and Harold W. Mayberger, attending obstetri- 
cian and gynecologist, The Community Hospital, 


Glen Cove, L. I., N. Y. 


Malpresentations 


Skillful Delivery is Hallmark 
Of the First-Class Obstetrician 


Management of those situations in which the fetus 
lies abnormal presentation — breech, occiput 
posterior position, and the face, transverse and brow 
presentations — is a branch of obstetrics in which the 
physician has maximum opportunity for making use 
of manual skill and dexterity. 


A high clinical index of suspicions is necessary for 
diagnosis of abnormal presentations, together with 
judicious use of radiology. Consequently manage- 
ment should be carried out either by, or following 
consultation with, a trained obstetrician. 


Abnormal presentations constitute an increased 
fetal danger, and there is more chance of damage dur- 
ing an operative delivery. Vaginal delivery of the 
fetus in the breech or transverse position means rela- 
tively rapid delivery of the unmolded head through 
the bony pelvis, leading to greater danger of intra- 
cranial damage. ‘This leads to fetal loss, or morbidity 
resulting in a retarded child. The occiput posterior 
position results tn a higher proportion of mid forceps 
extractions. 


In these situations, timely cesarean section is indi- 
cated when the obstetrician judges vaginal delivery 
to be too dangerous. It must be remembered that 
with the breech presentation, one complication is 
already present. The addition of other complications, 
such as borderline disproportion, uterine inertia, pro- 
lapsed cord or an excessively large baby, demands 


(Continued on next page) 
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OBSTETRICS, GYNECOLOGY continued 


cesarean section. — Douglas E. Cannell, M.D., protes- 
sor and head of department of obstetrics and gynecol- 
ogy, University of ‘Toronto, and obstetrician and 
gynecologist-in-chiel, Toronto General Hospital, Ont., 
and Robert A. H. Kinch, M.D., professor and head 
of department of obstetrics and gynecology, University 
of Western Ontario, London, Ont. 


Cesarean Section 


Perinatal Mortality a Concern 

In Cases Lacking Stress Factor 

A review of recent literature shows an ever-increasing 
concern for the problem of perinatal mortality which 
can be associated with the cesarean procedure. It 
would appear that the most logical approach to an 
accurate evaluation of the hazard to the newborn of 
the surgical procedure, per se, would be to study only 
those cases of cesarean which were devoid of any 
factor that would contribute, even remotely, to a dis- 
astrous outcome for the newborn. 


We conducted a survey of a group of “non-stress” 
cesarean sections, these being patients with no evi- 
dence of placental complications, fetal embarrass- 
ment, or nutritional problems such as diabetes o1 
toxemia of pregnancy. 

In a series of 1,270 newborn delivered by cesarean 
section, 54° (4.5 percent) were premature by weight. 
Of these three (5.56 percent) succumbed during the 
neonatal period. However, only 21 (1.9 percent) 
who were delivered by elective operation were mis- 
judged as to maturity, and there were no neonatal 
cases among them. 


Respiratory depression of the newborn occurred 
more frequently (in 28.3 percent) when a general 
anesthesia was used, as compared with spinal anes- 
thesia (13 percent). Incidence of depression increased 
as the duration of the anesthesia was prolonged.” This 
applied especially when cyclopropane was the anes- 
thetic agent. 

The perinatal mortality rate was 0.55 percent as 
compared to 7.16 percent for operations in which 
stress was encountered. The hazard of cesarean. sec- 
tion to 1,214 normal-term babies was 0.33 (pulmonary 
hyaline membrane disease was associated with three 
of these fatalities), all of which followed an elective 
operation. — Joseph Klein, M.D., assistant visiting ob- 
stetrician and gynecologist, Hartford (Conn.) Hospital. 


Blood Incompatibilities 


Cord Hemoglobin after Delivery 
Significant in Predicting Survival 
Hemolytic disease of the newborn, erythroblastosis 
fetalis, may be caused by a number of different anti- 
gen antibody reactions. The most frequent is prob- 
ably that due to sensitization to A or B antigen; but 
though the number of these is greater, the severity 
seems to be less than with the Rh antigen. 


The problem is difficult to predict in advance, be- 
cause laboratory tests for sensitization to either A or 


It’s a busman’s holiday for the group above at the president's reception, 
all the men being affiliated with the New York Polyclinic Medica) 
School and Hospital. Left to right: A. C. Posner, M.D., chairman of 
district 11 of ACOG; L. J. Caruso, M.D., and Mrs. Caruso; Mrs. Barrows 
and her husband, David N. Barrows, M.D. 


Below, from neighboring states, come, left to right: G. P. Bohlender, 
M.D., of Hamot Hospital, Erie, Pa.; W. D. Beasley, M.D., of Mercy 
Hospital in Springfield, O.; and A. K. Howell, M.D., of Mercy and City 
hospitals, Springfield, O. ; 


B are difficult and those that can be done are of ques- 
tionable value. Since the disease does not manifest 
itself markedly until several hours after birth, there 
is an adequate amount of time to observe and be pre- 
pared for the care of the infant. 


This is not true in incompatibility due to Rh 
antigen, and there is a diversity of opinion on the 
value of certain laboratory tests and historical prog- 
nostic signs. There are many antibody titers that can 
be run; presently it is felt that either the bovine 
albumin or the anti-human globulin titers are the 
most valuable. 


The course of the titer during pregnancy may oF 
may not be of value. Certainly the patient's past 
obstetrical history with reference to previously at: 
fected infants is of value. After delivery, the cord 
hemoglobin value seems to be of most significance in 
predicting survival. Another means of assisting im 
the prediction of the outcome immediately after de- 
livery is the relationship of the placental to the fetal 
weight. If this is less than 1:4, chances of survival are 
minimal. 

During the patient’s pregnancy, it is important to 
be cognizant of the ominous meaning of the develop: 
ment of a hydramnios, and to ask the patient to observe 
carefully the infant’s activity as she approaches term, 
since a marked decrease in activity frequently means 
imminent fetal death. 


Induction of labor in the four weeks prior to tem 
probably salvages a certain number of these infants, 
and in others it brings them to the care of the pedis 
trician before the disease gets too advanced. ~ Clifford 
Goplerud, M.D., assistant professor of obstetrics and 
gynecology, University of Iowa College of Medicine 
lowa City. 


HOSPITAL TOPICS 


every 


4.35 
Uni 
pren 
give! 
nurs 


The 
cise, 
tem 
tors 


Whi 
incu 


4 
| 
: 
4 
= 
= 7 
4 
he 
72 


id City 


ques- 
rifest 
there 


pre- 


Rh 
the 
prog: 
t can 
vine 
the 


OF 
past 
y 
cord 
ce in 
g in 
r 
fetal 
] are 


it to 
elop- 
serve 
erm, 
jeans 


every 7'» seconds another life begins 


4,350,000* babies will be born in the 
United States this year—and 8°% will be 
premature. These premature infants should be 
given every chance for survival. Does your 
nursery have enough IsOLETTE® incubators? 


The IsoLertre incubator alone provides pre- 
cise, continuous, fully-automatic control of 
temperature, humidity and oxygen—vital fac- 
tors of the premature infant’s environment. 


When nursery air is used, only the ISOLETTE 
incubator insures maximal isolation by means 


...and 8% are premature 


of the new !soLeTTE Micro-FiLter. It re- 
moves all contaminants down to 0.5 micron 
in size. And if the exclusive outside connec- 
tion is used, the ISOLETTE incubator provides 
a continuous supply of circulating, pathogen- 
free, fresh, outside air. 


To be ready for the increasing number of 
premature births—and for optimal protection 
of even the tiniest infant—make sure your 
nursery has enough IsOLETTE incubators. 


*4 320,000 births were recorded by U.S. Dept. of Comm. in 1959. 


The/Is olette/ 


JUNE, 1960 


infant incubator by AIR -SHTELDS, ive J A 


Hatboro, Pa., U.S.A. 


Research and engineering to serve medicine throughout the world 


For further information use postcard opposite page 128. 73 
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Self Evaluation 


Important Feature of Our 


Elective O.R. Experience 


Elective experience in the operating room offers 
the senior student an opportunity to apply man- 
agerial skills in the presence of junior students, 
practical nurses, technicians, and aides. The. stu- 
dent becomes more aware of personnel problems, 
maintenance and economy, hospital policies, and 
their importance in an efhiciently managed operat- 
ing room. 

An important part of the elective experience 
at the St. Lawrence Hospital School of Nursing 
is self-evaluation by the student. When she comes 
to the department, she is handed a folder to be 
completed belore she leaves. This folder contains: 

1. A pre-test given to all students, which has 
been enlarged to stimulate thought on a manage- 
ment or head-nurse level. 

2. \ technic evaluation form for self-evaluation 
on two major cases, one on which she works with 
another nurse and one on which she works as 
first scrub nurse. 


§. \ technic evaluation form for evaluation of 
a student on similar cases, but on different days, 
so that the student will become aware of the eflect 
of personal feelings and circumstances on efficiency. 
(Form 4sed is the same one used for No. 2.) 

1. A self-evaluation form to be turned in at 
the school office, on which the student accounts 
for time in the department and experience assign- 
ment, rates herself on personal characteristics, tech- 
nical performance, relation to surgery personnel 
and student group, professional conduct, and rela- 
tionship to administrative and teaching staff, and 
gives herself the final over-all mark she thinks 
is fair. (See sample of completed form.) 

5. A hypothetical staff situation, on the basis of 
which the student is to arrange a time schedule 
for one month. 


6. \ questionnaire on her experience. 


These project assignments are in the right-hand 


s Opcrating-room clinical instructor, St. Lawrence School of Nursing, 
ansing, Mich. 


By Joanne Michelson, R.N.* 


pocket of the folder. In the left-hand pocket is 
subject material to be read and discussed thorough. 
ly: an outline for the elective experience, informa- 
tion on observational technics in evaluation ol 
students, and an explanation of essentials in team 
nursing for daily patient care. 

When the senior student comes to the operating 
room for her one-month elective experience, she 
has already spent eight weeks there on required 
rotation as a junior student. She may be only one 
month into her senior year or may be within a 
month or so of graduation, depending on the ro- 
tation. Approximately eight to twelve months 
elapse between her required and elective experience. 

The rotation offers elective choice to groups ol 
three to six at a time, and out of each grouping 
we receive one or two students, but arrange to 
have only one in the department at a time. 


There are seven rooms in our O. R. suite, in- 
cluding a cystoscopy room. The staff works a 40- 
hour week, and we have one graduate and one 
student working 3-1] p.m. The rest of the staff 


is on duty from 7:30 to 3. 

The average case total is approximately 500 
per month. All supplies are prepared and sterilized 
in the O.R. suite. 

The elective student works in each area to gain 
insight into the problem involved in ordering, 
preparing, sterilizing and storing supplies. She 
also has an opportunity to develop proficiency in 
applying the basic principles of aseptic technic 
if she shows aptitude and interest, or if she feels 
a need for more experience in this area. 

Teaching methods used include: observation 
and review of basic principles; demonstration and 
return demonstration: a field trip to another hos- 
pital for observation of its procedures. 

The student is evaluated by means of the pre- 
test (see page 80), hypothetical situation prob- 
lems, and anecdotal records. 


(Continued on next page) 
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SELF-EVALUATION continued 

Our general aims and objectives are: 

1. To help the student develop an appreciation 
of management problems and to give her an op- 
portunity to learn and apply managerial skills. 

2. To further develop the ability to cope with 
emergency situations. 

3. To acquaint the student with the graduate 

nurse’s responsibility toward the patient, surgeon, 
and hospital. 
— 4. To develop in her an appreciation tor the 
need of teamwork and cooperation, and give her 
an opportunity to exercise leadership in’ planning 
and organization of work assignments. 

5. To help her gain insight into problems ol 
personnel management, and to be aware of the 
operating room in relation to other departments 
in the hospital. 


6. To give the student an opportunity to de- 
velop in an area in which she feels she is deficient. 

7. To develop additional skill in applying the 
principles of aseptic technic. 

8. To stimulate the student’s interest in the area 
in which she shows ability and/or a desire to know 
more about other than on a student level. 

These objectives are facilitated by: 

—Assignment with the department supervisor, to 
develop an understanding of the necessity for econ- 
omy with efficiency, maintained through effective 
management, 

—Assignment with the head nurse, to make the 
student aware of the importance in line of author- 
ity and make her understand how efficiency through 
planning and ordering of supplies is maintained 
by allocation of duties by the supervisor through 
the head nurse. . 


—Assignment with practical nurses so that she 
will understand their duties in the department, 
as well as the part played in over-all patient care 
and student education. 

—Assignment as team leader of junior students to 
develop leadership and organizational skills as well 
as teach her to apply fair, objective evaluation. 

—Assignment to apply principles of aseptic tech- 
nic through the duties of the circulating nurse. 

—Allowing the student to select the type of cases 
on which she wants to scrub when she is not as- 
signed to other cases or other duties. 


—Making a visit to another teaching hospital 
to observe physical organization of the operating 
room, personnel policies, methods for control of 
the schedule and management of the department, 
supervision of nonprofessional personnel, and other 
O.R. functions (see outline for field trip to Edward 
W. Sparrow Hospital). 

The enthusiasm of students for the elective ex- 
perience was evident in the answers we received 
to a questionnaire sent to all graduates who spent 
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additional time in the operating room as elective 
students, and to all senior students who had com- 
pleted the elective service at the time this article 
was prepared. The questions —and some of the 
answers received — were as follows: 
1. What have you learned from your experience 
that you hadn’t expected to learn? 

“The importance of and function olf the operat 
ing room in hospital economy.” 


“How the department is managed in regard to 
scheduling of graduates, aides, all personnel, pur- 
chasing supplies, and duties of the personnel.” 


“That I can work in an operating room in a 
capacity other than as a regular student. . . 1 got 
a chance to see how well I can assign work, evalu- 
ate myself, and have leadership ability.” 

2. Are there things you didn’t learn that you 
wanted to know about? List and explain. 

“T would have liked to have more opportunity to 
circulate”. “more experience operating the 
autoclave” “more experience scrubbing on 
cases” “more experience making out sched- 
ules, ordering supplies, (learning about) economy 
in the operating room.” 

3. What are your reasons for electing additional 
time in the operating room? 

“IT am interested in the operating room and 
wanted to know if it is the field of nursing I want 
to work in as a graduate.” 

“IT wanted experience in running a department, 
(in dealing with) problems with some personnel 

. needed to have some understanding of how to 
fairly evaluate people.” 

4. Evaluate an elective experience in view of 
nursing-school curriculum. Does it stimulate in- 
terest, etc.? 


“IT feel that (because of) having a chance to pick 
an area for one month, the student will be in- 
terested, will develop self-confidence, and maybe 
increase dexterity. Even if she doesn’t do well in 
the operating room, she will want to know about 
management.” 

“It gives self-confidence, initiative, and skill, 
and should be offered to all students. 

5. Do you have any suggestions that you feel 
would make this program more interesting and of 
more value? 


“I think it would be interesting to see if the 
senior student could act as supervisor for a lew 
days or one week, make assignments, order sup- 
plies—not just observe the supervisor on certain 
days that special duties are carried out.” 


“IT think (it would help) if we had some sort 
of project to make — possibly a teaching aid, a 
model of table set-ups —a theme to clarify some- 
thing that was difficult for us as junior students. 
This way we would not just take from the exp:ri- 
ence, but contribute to other students’ learning 
and enjoyment of the service.” 
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One student, on her self-evaluation sheet, made 
a comment which sums up very well the reactions 
ol students to their elective experience: 

“IT feel that my elective time in surgery has 
been well spent and rewarding. It gave me an op- 
portunity not only to improve my skills but to 
learn something about O.R. administration. As a 
student on rotation, I was too concerned with 
learning basic technics to have time to receive 
much insight into the other aspects of O.R.” 


Student's Check List 
100% Possible 


I. Organization — 10°, 


A. Equipment needed 
B. Doctor's card 

C. Assistance before case 
Il. Scrub technic — 10°, 


\. Principle carried out 
Ll. Circular motion 
2. Nails clean and trimmed 


3. Technic carried out 
Ill. Lowel, gown and glove technic — 15°, 


A. Principle 
1. Water droplets 
2. Gowning sell 
5. Gloves 
a. Powder 
b. ‘Turning 
c. Without rolling 


“... One more ‘OOPS’ from up there and | shall be forced to 
discontinue! 
Courtesy George Lichty, Chicago Sun-Times Syndicate. 
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IV. Organization and planning — 15% 


A. Clearing of table 

B. Evidence of planning 

C. Set up as required 

D. Wasted motions 

Improvements in procedure 


V. Suture technic — 5°; 
A. Broken. glass 
Handling of material 


B 
C. Organize type and usage olf 


Assistance of surgeon 


A. Gowning and gloving of other personnel 
B. Handling of linens 
C. Passing of instruments 


VII. Dexterity — 15°, 


A. Foresee doctor's needs 
B. Attentive and act on direction 
C. Conscious of surroundings 
1. Other conversation 
2. Patient’s welfare — anesthetist 
3. Direction from circulating nurse 


VIII. Complete awareness of technic — 15% 


A. Sponge count 

B. Sterile area — moisture, sutures, backs 
C. Skin, knife and specimen 

1D). Teamwork 


IX. Teamwork — 10°; 


A. Planning and organization 
3. Cleaning of room between cases 
Professional attitude 
1. Conversation 
2. Conduct 
3. Questions to doctor about 
a. Anatomy 
b. Procedure 
c. Prognosis, etc. 


EXAMPLE OF SCORING: 

Section I—only 5% given because student was 
not aware of basic equipment needed, was depend- 
ing on others to do it, and was not helpful in a 
morning case but gave good cooperation between 
Cases. 

Section IX — full 10% given because student was 
very helplul and dependable. Her conduct could 
have been more professional at times, but she 
showed an interest in the patient’s condition and 
the anatomy involved, asking intelligent, pertinent 
questions. She could see the relationship between 
O.R. procedures and postoperative care. 


(Continued on next page) 
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Joan D. 


Name of Student 


Class 

O. R. Elective 
Inclusive Dates Clinical Experience 0 
Lecture Hours Time Allotment: days call oft - total 
Marks: theory practice final mark 
Experience: majors minors circulations 

1. Personal characteristics i2345 
I have trouble working closely with others. I feel that I'm move at case with people 3 


now and am learning to know and let people know me. 1 am neat in appearance, 
quict and considerate. 

Il. Technical performance P2345 
I have developed some speed and dexterity, value the honesty necessary in O.R. I 
nursing, know why, not just how to do a procedure. 

III. Relation to surgery personnel P2345 
Work cooperatively with the staff of any level, feel free to ask for help if necessary, 3 
can give directions to nonprofessional help without being bossy. 

IV. Relation to student group 12345 
I tried to be helpful, gave directions and assignments fairly. 1 think the junior 1 
students felt free to ask questions or work with me as a leader to get a job done. 

V. Professional conduct 435 
I find it difficult to be professional in some people’s presence, but am trying to hit 3 
a happy medium in being friendly but not familiar. 

VI. Relationship to administrative and teaching staff 12345 
I can now see some of the problems of the staff and the instructor and try to do my 1 0 
part as a student on returning to the department. 


1—failure; 2—below average; 3—average; 1—above average; 5—superior 
GUIDE: 
I—Maturity, dependability, (ability to make) decisions, completion of work, composure, time-wasting, 
neatness, laziness, punctuality. 
1I—Knowledge of aseptic technic principles and ability to carry out as taught, organization, (amount ol) 
supervision needed, completeness and conciseness. 
H1—Personality compatibility, adjustment to situations, thoughtlulness of others, (ability to) learn from 
others, acceptance of criticism and direction. 
IV—Initiative, assuming of responsibility for own learning, acceptance by others, leadership qualities. 
V—Timely humor, intelligent conversation, courtesy, acceptable conduct, application of good moral 
principles in her work. 
ViI-Showing of interest, deriving satisfaction from work, acceptance of constructive criticism, contrib- 
uting to as well as taking from learning experiences. 


Miss D.’s grade is computed as follows: 
3 x 3— 9 (for the three questions which she answered with “3”) 
3 x 412 (for the three questions which she answered with “4”’) 
21+6—3.5, or B— 
Instructor's comments: “This student has shown progress in adapting to varied situations, has really tried 
to be a leader of the student team. She is potentially a very competent and objective person and /:1s 
graded herself accurately, and the evaluation is clear and well written. 
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I. Physical 


Guide to Field Trip 


Edward W. Sparrow Hospital Operating Room 


location — advantages and disad- 
vantages in relation to: 

a. Pathology laboratory 

b. Emergency room 

c. X-ray 

d. Laundry 

e. Elevators 

Recovery room 


Il. Accommodations — advantages and disadvan- 


tages 


a. Postoperative recovery room, how large, 
who staffs, length of patient stay 

b. Elevators — for surgical patients pre- and 
postoperatively; near or in O.R. suite? 

Waiting rooms 

d. Dressing rooms for staff and surgeons 

ce. Telephones in suite—where, how many 

f. Signals — lights or buzzers outside rooms 


III. Personnel 


a. R. N.—duties, hours, rotate shilts? 
b. S.N.— duties, hours, classes? 

c. L.P.N. — same 

d. S.P.N.— duties, hours, classes? 

e. Technicians — same 

{. Aides 

g. Orderly 

h. Janitor 


Personnel policies 


a. R.N.— pay for call, vacation time? 

b. S.N.— work for pay on days off — in O.R.? 
Hours week, 3-11 duty, time back for call? 

c. Inservice education — all new. staff? 


V. Education program 


VI 


Vil 
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a. Interns — who instructs? 

b. Students — class hours out of department, 
classes in aseptic technic while in depart- 
ment 

c. Aseptic theory and practice under same 
person, how many hours, theory before o 
with practice? 

d. Line of authority from head nurse up, and 
downward from H.N. to janitor 

e. Whom are students responsible to? 


. Schedule 


a. Confine certain type case to certain room? 

b. Who controls schedule — does scheduling? 
Advantages of this? 

c. Record of anesthetists on schedule 


. Management 


a. Who is responsible for stocking and sup- 


VIIL. 


IX. 


plying special equipment in each room? 

b. Who checks anesthesia machines, suction 
and Bovie machines? 

c. Linens — folded and wrapped by whom, 
where? 

d. Basin instrument 
and sterilized in O.R.? 

e. Cupboards and rooms cleaned by whom? 

f. Who is responsible for running the auto- 
clave and for repairing it? 

g. Who orders supplies from C.S., pharmacy, 
and stock storage (sub-basement)? 


sets, trays — wrapped 


Sterilization 


a. Chemicals used? 
For what supplies, for how long? 
b. Autoclave 
Types used, by whom, for what supplies? 
c. Washer-sterilizer — advantages, etc. 
d. Care of contaminated case equipment 


Safety 


a. Fire extinguishers — type and where lo 
cated 

b. Electrical and type 

c. Fire-alarm sytem — type and location 

d. Linen chute — fireproofed? How? 

e. Steam penetration indicators 

!. Anesthetic gases — storage 

g. Precautions for use of cyclopropane 

h. Electric spark prevention and control 

i. Contaminated linen — discuss! 

j. Autoclave graph —in O.R. and C.S. ton 
legal prool of equipment operation? 


outlets — location 


General Topics 


a. Hospital head nurse and stafl meetings — 
general problems 

b. Department personnel meetings for de- 
partment problems 

c. Assignment to graduates and students by 
whom? 

d. Duties of graduates, scrub, circulate, etc.? 

e. Membership in district O.R. section and / 
or interested in Association of Operating 
Room Nurses 

f. Arrangement ol time schedule — by whom? 

g. Charges to patient — how determined, ad- 
vantages and disadvantages in method 

h. Facilities — permanent suction and 0: 

i. Unusual occurrence reports 

j. Storage of supplies — like our cupboards? 

k. Skin preps—done by whom? Where and 
when? 


(Continued on next page) 
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The objective of the test is to determine the amount 
of material retained in the basic sciences, and to 
determine your ability to integrate them in total 
patient care. 

1. What is the effect of atropine on the body, and 
what is its purpose in surgical procedures? 

2. What is the reason for giving a preoperative 
medication? 


3. Give two examples of a combined preoperative 
medication. 


1. What is the most resistant type organism to 
sterilization by heat and/or chemicals? 


5. Give the generic name of the organism normally 
found on the skin surface that causes stitch abscess 
or wound intections. 


6. Why is a skin prep done the evening belore 
surgery? 


7. Which is the most effective in destroying spore- 
forming bacteria, autoclaving or boiling? 

8. When translerring a patient to the O.R. table, 
what are some points to remember? 


9. Why is it desirable to cleanse at least one finger- 
nail of polish belore the patient is going to have 
an anesthetic? 


10. What anatomical structures would be severed 
or separated belore opening the peritoneum for 
an appendectomy? 


11. Without the use of a soda lime absorber on the 
anesthetic machine, the patient during an inhala- 
tion anesthetic would become toxic and expire from 
carbon monoxide or carbon dioxide poisoning. 
Choose one. 


12. What type of nerve damage would result from 
a forearm hyperextension, and what would be the 
visible effect’ postoperatively? 


13. If a person is inadequately prepared for sur- 
gery, has no understanding of the surgery to be 
done, his condition before, and what to expect post- 
operatively, the excitement stage is exaggerated 
during anesthesia. What effect would this have on 
the parasympathetics? 


14. How would you assure a colostomy patient pre- 
operatively, when he asks about the condition, how 
long it will take, what is to be done, how he will 
be cared for postoperatively, and what he will have 
to learn about his own hygiene on discharge? 
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Aseptic Technic Pre-Test 


15. Discuss the religious aspect preoperatively. 


a. Awareness of patient’s need. 

b. How to contact patient’s pastor (priest on 
minister). 

c. What can a nurse contribute to a patient's 
spiritual well-being? 

d. How can a nurse reassure the patient of God's 
presence and vigilance in all situations? 


16. Discuss aseptic technic, medically and surgical- 
ly, in regard to symbolic illustration. 


Keep out Keep in 
] 


17. Why is the operating room an increased fire 
hazard? 


18. Where is the fire extinguisher near the O.R. 
suite, and when was it last inspected? Who is re- 
sponsible for this? 


19. How would you receive the notice that a 
marked increase in postoperative infections has oc- 
curred? What things would you consider in at- 
tempting to trace and control this development? 


20. What would you do in this situation: Two 
weeks in advance you were notified that there 
would be a shortage of three graduates when six 
are usually needed. 


21. How would you cope with this situation: A 
graduate, whose duty it is to circulate in a certain 
room, is having personality conflict with the stu- 
dent. The student needs the experience and must 
be assigned to this area. 


22. If a patient (either Catholic or non-Catholic) 
expires while in the operating room, what is the re- 
sponsibility — professional and/or moral — ol the 
nurse, whether Catholic or not? The patient might 
be a one-week old infant, an adult, or newborn ce- 
livered by cesarean section. 


25. In the following situation, how would you at- 
tempt to make improvements: As the head nurse on 
a surgical ward, you are aware of a severe inade- 
quacy of suction equipment. Some machines are in 
poor repair and not dependable — besides the tact 
that there is an insufficient number of machines 
compared to the need. 


24. Give two or three reasons why you have elected 
more time in the operating room. 


25. What do you hope to learn from this expcri- 
ence, and what activities or projects could help you 
in this area — beyond the level of primary expcri- 
ence as a student in the O.R.? 
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BY CARL W. WALTER, M.D. 


Assisted by Dorothy W. Errera, RN 


Q. Do you feel that the housekeeping department 
should come under the direct supervision of nurs- 
ing service? 

A. The only way to get clean air in the operating 
room is to have a clean floor. The nurse must 
make herself responsible for on-the-spot  supervi- 
sion of porters who clean the operating room floors. 


Q. Is suction tubing that is suspended from over 
the field safe to use? 


A. Backflow from suction tubing and contami- 
nated acrosols from suction machines are potential 
wound contaminants. Suction tubing must always 
run downhill from the wound so that backflow is 
impossible. Discharge lines on suction machines 
must be fitted with changeable filters. 


Q. We have not had a serious infection rate, and 
our bacteriologist feels that an extensive culturing 
program in the operating room would be worth- 
less. Do you agree? 


A. ‘The floor in the operating room represents the 
largest single surface on which bacteria accumu- 
late. Floor cleaning and disinfecting are major 
factors in preventing this accumulation of bac- 
teria, and routine culturing is a valuable aid in 
monitoring the efficiency of disinfection technics. 

Settling plates can be used to measure the fall- 
out of dust-borne bacteria. The Wells air centri- 
fuge can be used to measure total volume air 
counts, or the floor itself can be cultured. A tem- 
plate is used to isolate a measured area. 


Q. Are there any variations in steam pressure to 
be considered when a hospital is located at an 
altitude of 6,000 feet? 

A. The boiling point of water varies with alti- 
tude. At sea level, water boils at 212° F.; at 6,000 
feet above sea level, water boils at 200° F. This 
same reduction in temperature occurs in the steam 
sterilizer. Therefore, to achieve the bacterial tem- 
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perature of 250° F., the pressure under which steam 
is admitted to the chamber must be raised. 

For every 1,000-foot rise above sea level, gauge 
pressure is increased 0.5 pound. At 6,000 feet, 
then, there should be a steam gauge pressure in 
the sterilizer of about 18 to 20 pounds. If your 
sterilizer is built to operate at a maximum of 20 
pounds gauge pressure, your engineer will have to 
reset the safety valve if higher temperatures are 
desired. 

The absolute pressure of steam at 250° F. 
(atmospheric pressure plus gauge pressure) is the 
same at all altitudes — namely, 29.6 p.s.i 


Q. It is imperative that procaine solution be put 
up in dark glass bottles? 


A. The choice of container for procaine solu- 
tion is critical, but is related to the pH of the 
solution rather than photo. sensitivity. Alkaline 
solutions of procaine deteriorate so rapidly that 
they cannot be sterilized or stored. Hence, solu- 
tions must be maintained on the acid side. To 
avoid the development of an alkaline pH at the 
solution-glass interface, one must use a “hard” 
glass bottle —a bottle made of borosilicate glass 
which does not leach, in contrast to a “soft” 
glass bottle made of sodium, calcium; or lead 
glass from which alkali is leached. 

Dark glass containers for solutions are a hazard 
because changes of color indicating decomposition 
of the solution cannot be detected, nor is gross 
contamination evident. 


Q. We have been asked to sterilize cardiac and 
orthopedic instruments twice at 250°F., for 30 min- 
utes each time. This, of course, is time-consuming, 
and we wonder whether the request ts reasonable? 


A. There is no justification for a prolonged steri- 
lizing period for any particular group of instru- 
ments. The bacterial population is the same; the 
spores are the same. Enforcing this technic would 
be a display of ignorance and waste. If instruments 
are free of oil and grease and boxes and locks are 
loose, they will be sterile after 13 minutes exposure 
to saturated steam at 250° F. If they are not clean 
or if locks are tightly set, sterilization will be un- 
certain. 

Steam sterilization is dependent on steam being 
able to contact and wet all surfaces. Anything that 
interferes with this contact interferes with steriliza- 
tion. Steam will not penetrate oil or grease, nor 
can it get between tightly apposed surfaces — hence 
the warning that instruments sterilized in steam be 
clean and unlocked. 


Q. How long are cellophane-packaged instruments 
considered sterile? 

A. Properly packaged and sterilized at 250°F. for 
30 minutes, these instruments are sterile until the 
package is opened. Care must be taken to protect 
these packages from shelf wear and extra handling. 
Grouping of instruments in transparent plastic 
boxes helps to minimize handling and sorting. 
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SELECTED BIBLIOGRAPHY 
By Dorothy W. Errera, R.N. 


“Current Comments — Inflatable 
Rest.” Anesthesiology 20:711, Sept.- 
Oct., 1959. 


An inflatable cuff of conductive 
rubber (7” x 131”) is fitted 
with a hand bulb and a shut- 
off valve. The cuff is placed 
under the patient and inflated 
until the patient is in the de- 
sired position. | Apparently, 
the cuff is more comtortable 


and there are fewer complaints 
of lameness after surgery than 
when positioning is done with 
rests or sandbags. The anes- 
thesiologists note blood- 
pressure changes during infla- 
tion of the cuff. 


“Current Comments — Anesthetic 
Cabinet.” Anesthesiology 20:712, 
Sept.-Oct., 1959. 
The ordinary mechanic’s roller 
cabinet makes an ideal anes- 
thetic cabinet which is perma- 
nent, mobile and inexpensive. 


FLUIDS FLASKING SYSTEM 


Eliminates the hazards of water sterilizers . . . easy-to 
handle Pyrex containers, available in range of convenient Flask Drain Trucks: — 


Solutions Preparation Un 


sizes, are filled with desired surgical or urological irri- Clik-O-Vac Flasks and 
gating solutions and autoclaved . . . vacuum closures —hhassiiiadisi 


seal positively and maintain sterility until used . . . r Small, Volume | 
reusability of components affords maximum economy. ar ere 


Pharm-O-Vac Vials and 
for Small, Volume Parenter, 


THE MACBICK COMPANY 
DEPT. Z BROADWAY + CAMBRIDGE 39, MASS. 


For further information use postcard opposite page 128. 


The drawers of many sizes and 
partitioned sections are well 
suited for storage of medica. 
tions, tubes, and other items. 


McClellan, James T.: “Vhe Sur. 
geon’s Responsibility for the Sur. 
gical Specimen.” J. Kentucky Med, 
Assoc. 57:1192, October, 1959. 


A few suggestions made for the 
care and handling of surgical 
specimens in hospitals without 
a department of pathology are: 


Identification of the speci- 
men should include: the pa- 
tient’s name (for a woman, 
one should use her legal name, 
plus the given name of her 
husband in parenthesis); the 
patient's age—if it is unknown, 
some approximation should be 
made, as “child,” “adult,” “50 
plus,” etc.; date of surgery — 
this is important if the path- 
ology report is to appear in 
the patient’s history in proper 
sequence; the patient's sex and 
race; the hospital’s name and 
specific address to which the 
report is to be sent. 

Preoperative postoper- 
ative diagnoses are very help- 
ful to the pathologist. If diag- 
nosis is difficult, the surgeon 
should at least state his rea- 
sons for surgery. All tissues 
and organs removed should be 
listed whether or not they are 
diseased. The type of exami- 
nation required should be 
specified. The surgeon's name 
(legibly written) should ap- 
pear on the requisition. 

If delivery to the pathology 
laboratory is to be delayed, 
the specimen is placed in fix- 
ing solution and labeled with 
the patient’s name, the nature 
of the specimen, and_ the 
physician’s name. This is im- 
perative to protect surgeons, 
hospitals, and specimens from 
hopeless mix-ups. 

When a specimen is fixed, it 
hardens. It is important, there- 
fore, that specimens be placed 
in containers large enough to 
allow the pathologist to re 
move the specimen without 
breaking the container. Gen- 
erally, a container 10 times the 


(Continued on page 84) 
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Oo 
Improved 
model 
SKLAR 

| CVACUAUOF 
The improved Sklar Electric Evacuator meets every evacuation, intestinal decompression, thoracic drain- 
demand for continuous, low grade suction and pres 7 = NG prostatectomy, gastric lavage, fistula drain- 


sure. It may be regulated to meet the individual / age, and bladder irrigation. The versatility of 
patient's requirements; thus, assuring maxi- ( this new model eliminates the need for highly 
N 
\ 


Cat. No. 100-160 (illustrated), 
with 32 oz. irrigating bottle. 
Cat. No. 100-162, without 
irrigating bottte. 


mum comfort and highly satisfactory clinical specialized equipment. No maintenance or 


UL results. The Sklar Electric Evacuator is designed g Ai lubrication required — guaranteed for two years. 
fe specifically for finely controlled, continuous suc- <==—“Avyailable through Sklar Surgical Supply Distributors. 
SP) tion and pressure in such procedures as: stomach Send for descriptive literature and specifications. 


J. Sklar Manufacturing Co., 38-04 Woodside Avenue, Long Island City 4, New York 
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For further information use postcard opposite page 128. 
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KASTOFF 


THE REVOLUTIONARY 
CAST REMOVAL METHOD 


NO DUST 
NO NOISE 


DOES NOT FRIGHTEN 

a PATIENT 

\ method using special wire placed 
on wadding before is made. 
Phe cast is removed by rolling up 
the wire on the Kastoff instrument, 
completely cutting through the 
plaster. The wire is cas'!y placed in 
less than a minute 


Kastofl removal wires with attached 

anchors were developed for this 
purpose stainless steel with ex- 
tremely high tensile strength. 


WE SHIP ON APPROVAL 


Please send me on approval a Kastoff instru- 1 
ment ($35.00) and six dozen Kastoff ieee 

with attached anchors ($2.95 

If am not completely satisfied, il 
may return the instrument for full credit | 

land with no obligation to pay for any wires | 


1 will have used. 

Strect 

] City State i 


KASTOFF INC. 


4924 GREENVILLE AVE. 
DALLAS 6, TEXAS 
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volume of the specimen is ade- 
quate. 

Ten percent formalin is a 
good fixing solution. It can be 
made by mixing one part ol 
commercial formalin (37-40°, 
formaldehyde) with nine parts 
of tap water. In many com- 
munities, drug stores can sup- 
ply the formalin. 


Alcohol is not a satisfactory 
fixative. It dehydrates  speci- 
mens so that they become hard 
and brittle. Also, because it 
has no penetrating action, only 
surfaces are fixed. If formalin 
solution is not available, ar- 
terial embalming fluid is a 
better substitute than alcohol. 

Fixing solution coagulates 
the tissue proteins; hence, the 
solution must reach all the 
tissues. specimen should 
never be wrapped tightly in 
gauze before immersion in fix- 
ing solution. Whenever  pos- 
sible, the tissue is removed 
from the gauze which receives 
the specimen at the operating 
table. If this is not practical, 
the gauze and specimen are 
placed in a container large 
enough to allow the gauze to 
fluff out and make the speci- 
men accessible to the fixing 
solution, 


Large specimens should be 
sectioned neatly and hollow 
viscera opened and flushed out 
so that fixing solution can 
penetrate the mucosa. 


A specimen is prepared for 
mailing by rinsing it in cold 
tap water and sectioning or 
opening it as necessary. The 
tag is affixed to an unimportant 
part of the specimen. The 
specimen is suspended in a 
large container of formalin for 
24 hours or more until fixing 
is complete. Specimens are 
placed in plastic bags with 
small amounts of formalin 
solution. The bags are tied 
snugly and mailed to the path- 
ologist. 


If a specimen is to be sub- 
mitted fresh, it should not be 
placed in water or saline and 
should be delivered promptly 
to the pathologist. 


For further information use postcard opposite page 128. 


Incapacitated 
Patient 


LIFTING 
AND 


WEIGHING 


is no problem 
WITH A 


With increased versatility and new 
accessories . . . such as the easy-to- 
install, 300 pound capacity scale . .- 
Porto-Lift ends forever the strain 
and discomfort of patient lifting. 
moving and weighing. 
For easier, effortless patient handling, 
specify Porto-Lift. 

Ask your medical dealer for a demon- 


stration .. . or write: 


PORTO-LIFT 


MANUFACTURING CO. 


HIGGINS LAKE, 
MICHIGAN 
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WESTERN HOSPITALS 
(Continued from page 46) 


Care of Aged 


Good Care Essential; Hospitals 
Must Adapt to Needs of Aged 


Why should there be such urgency in all aspects of 
care of the aged today? Much of the answer lies in 
politics. Suddenly we discover that between eight 
and 10 percent of the population is over the age of 
3. These people can and will vote. Politicians would 
be remiss if they overlooked a good bet. Add to this 
the fact that medical costs are up 46 percent in the 
lat 10 years, and you have a political set-up with 
great emotional appeal. 

We in the hospital field and those in the medical 
and insurance fields, by failing to meet the challenge 
head-on earlier, have set the stage for social reform. 

I urge that we look upon the health care of the 
aged as a challenge to us personally —at the local, 
regional and national level — that we accept the fact 
that adequate and proper medical and hospital care 
must be provided to all who need it. 


The bill for the health care of the aged must be 
paid by someone. Hospitals have absorbed many 
losses. The aged, the indigent, the migratory worker, 
the deadbeat all have received care at somebody's ex- 
pense. Hospital costs today are at an all-time high 
and are inviting criticism and investigation. Hospitals 
cannot absorb the growing load of care for the aged. 

I do not champion any form of socialized medical 
or hospital care, but if the job is not being done and 
shows no promise of being done in the future, we 
must do it collectively as a Christian society. 

Is that bad? For close to 15 years our communities 
have been building hospitals with the aid of federal 
grants. If this is not a socialized program, what would 
vou call it? Is not federal aid to medical schools and 
research also a socialized program? 

It is becoming increasingly evident that our think- 
ing regarding the ill aged person needs to be altered. 
One of our greatest sins in approaching the problem 
of the aged patient is pinning a label on him — setting 
him apart. Why should an individual upon reaching 
65 suddenly be set apart? 


We must learn to understand the aging patient and 
to better anticipate his needs. We have built mar- 
velous departments for maternity, surgery, pediatrics, 
and orthopedics. It’s about time we began on the 
department which is fast becoming a major need. It’s 
not enough to have nursing homes providing board 
and room, with an available graduate nurse and doc- 
tors who show up only occasionally. 


Since October 1, I have been superintendent of the 
first geriatric and chronic-illness hospital for the state 
of Oregon. 1 consider my position one of the greatest 
challenges of a lifetime. None of my patients is under 
90 years of age. Many have mental problems. All 
have some form of chronic illness. 


Rehabilitation is our objective — rehabilitation to 
each one’s maximum. Quite a few patients have been 
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released. Some may never be. Some may only be 
rehabilitated to a point of tying their own shoes — 
but it’s rehabilitation. 

‘Thus far our program embraces psychiatry, occupa- 
tional therapy, recreational therapy, and physical 
therapy, in addition to regular hospital services. We 
are embarking upon a program of progressive care, 
with the final step a transfer to a complete self-care 
unit for 40 patients. This is the last step before 
“oraduation.”” 


The home, the community, and its hospitals can 
meet many of the needs of these people. This is the 
challenge we face today! 

(1) To retain for the aged person a proper status 
in his own home and community; (2) to provide hos- 
pital service on both an outpatient and inpatient 
basis at the local level; (3) to encourage the develop- 
ment of geriatric hospitals as part of the general 
hospital facility or in conjunction with and near to 
nursing homes, and (4) to assume responsibility at 
the community and county level lor the costs of care, 
in cooperation with state and federal agencies. — Glenn 
Howell, administrator, State of Oregon Mid-Columbia 
Home, The Dalles, Ore. 


Personnel Administration 


Lists Four Areas to Be Studied 
In Planning a Personnel Program 


The basic function of personnel administration is 
to establish and maintain a climate olf personnel 
relations. Employees must understand the goals they 
are expected to achieve and recognize how their in- 
dividual goals will fit in with hospital objectives. 


In planning a personnel program, four areas re 
quire careful study to insure program. effectiveness: 
(1) recruitment—getting the type of persons we want 
in the organization; (2) placement—putiing the suited 
person into the right job; (3) constant training; (4) 
wage and salary administration—applying industry's 
achievements to hospital personnel management. 

Once these areas have been studied and_ policies 
for each task are established, other ingredients must 
be blended into the program to make an effective 
whole. Suggestion systems with incentives and awards, 
adaquate insurance programs, and methods for evalu- 
ating employee performance should be initiated. 
There should be a means for good employee-manage- 
ment communications. Personnel research should be 
done to provide information on employee attitudes, 
morale, and grievances. 

Line supervisors can act as management's partner 
in personnel programs. Supervisory development 
programs should be conducted to train supervisors 
in orienting employees and seeing that the personnel 
program is carried out. 

The personnel officer can function only as a coun- 
selor who guides and advises line supervisors. The 
important clement in all personnel programs is face- 
to-face communication achieved only between indi- 
viduals. — Alex Cloner, director of personnel and man- 
agement relations, Cedars of Lebanon Hospital, Los 
Angeles. 
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Corner installation saves 
space and expensive recessed 
remodeling costs. 


Now you can combine the economy of the free-standing sterilizer with the 
heat-free comfort and convenience of a recessed installation. 

Equipped with “pull-out” paneling for maintenance from front, sides or top, 
Castle Cabinet Orthomatics can be corner installed to save space. What’s 
more, they’re delivered completely assembled, ready for immediate connection. 
Best of all, these new cabinet sterilizers are built to fit the future. Inter- 


changeable frames and paneling allow conversion to recessed installation 
without tools. WRITE, for full details or call your Castle dealer. 


Carttl_e— LIGHTS AND STERILIZERS 


WILMOT CASTLE CO., 1703-6 E. HENRIETTA RD., ROCHESTER 18, N. Y. 


86 For further information use postcard opposite page 128. 


[oe Orthomatic CABINET Sterilizers 


PLANNING SERVICE 


The services of experts in 
the design and layout of 
better lighting and steri- 
lizing facilities. No obliga- 
tion to you, write for 
more details. 
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Qur ‘0. and 0.’ Department 
Solves a Problem 


By R. J. Maifeld* 


In many hospitals central service 
departments are responsible for 
storing, issuing, and maintaining 
oxygen and orthopedic equipment. 
The author tells why it was decided 
at his hospital to take the responsi- 
bility for this equipment away from 
the central supply department and 
NOTE: The author extends his appreciation to 
Bob Rowland of the Ohio Chemical Co. and to 
Harley Baxter of Zimmer-Baxter Associates for 
their cooperation in the organization of the de- 


partment, for their assistance with the article, 
and for the accompanying pictures. 


*At the time the article was submitted, Mr. 
Maifeld was assistant administrator, Spartan- 
burg (S.C.) General Hospital. Since May 16 he 
— at the Milledgeville (Ga.) State Hos- 
pital. 


establish a separate department for 
it. 
Our “O. and O.” (oxygen and or- 
thopedics) department was devel- 
oped to meet an urgent need for 
better control of this equipment. 

Criticisms from patients and 
physicians about the condition of 
this equipment and the apparent 
shortage of it were increasing. Re- 
pairs and replacements had reached 
fantastic proportions. Income was 
far below direct expenses. 

A survey of the storage, issuance, 
care, and charging of these items 


Two views from combined department for storage and control of oxygen and orth di 


numbered slips of paper, color coded to provide visual guide to location, availability and condition o 
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Central | 


was most revealing. The central 
supply department was responsible 
for the storage, maintenance, and 
issuance of the equipment, but (1) 
the equipment was stored in sep- 
arate rooms not adjacent to cen- 
tral supply; (2) the orderlies, from 
the newest to the oldest, were re- 
sponsible for procuring, setting up, 
and returning the equipment; and 
(3) the nurses were responsible for 
the equipment charge and the daily 
oxygen charges. 


The nurse in charge of central 


(Continued on next page) 


A two-faced mobile board (above, left) holds 
f equipment. 
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*Premier 
Haemo 
Digester 


in the cleanser class 


HAEMO-SOL 


is RIGHT on 
every type of soil! 


Q. Does it remove blood, scum, pus, 
oil, milk and formula solids, inject- 
able drugs such as antibiotics? 

A. YES, HAEMO-SOL digests, solu- 
bilizes and suspends all types of 
soil completely and rapidly, 

Q. Does it really rinse free of de- 
posits? A. YES, HAEMO-SOL soft- 
ens water... keeps magnesium, cal- 
cium and cleanser in solution, OFF 

not ON, instruments and glassware. 
Q. Can it be used on metal, rubber, 
glass and plastics? A. YES, HAEMO- 
SOL is completely safe . . . will not 
harm any material. 

Q. Is it economical? A. YES, Y2 02. 
HAEMO-SOL to gallon will 
handle most cleaning jobs and it’s 
reuseable. 

Q. Can it be used in pressure wash- 
ers? A. YES, but be sure to specify 
all-new HAEMO-SOL “N.S.” for 
this purpose . . . it’s non sudsing 
and nonfoaming. 

Q. How does it come? What does it 
cost? A. HAEMO-SOL is packed in 
hospital blue and white, all-metal 
5-Ib. containers. 12 cans cost only 
$5.40 each, 6 cans—$6.08 each, 1-5 
cans—S6.75 each. 

Write NOW for literature 

and FREE SAMPLE. 


Be sure to specify regular HAEMO- 


SOL or HAEMO-SOL “N.S.” 


Meinecke & COMPANY, IVI) 


10° 


Over 65 years of continuous 
service to the hospitals of America 


211 Varick St., New York 14 


Branches in Los Angeles & 
Sunnyvale, Calif., 
Dallas, Chicago & Columbia, S. C. 


CENTRAL SUPPLY continued 


supply was the only person in the 
department who was familiar with 
the equipment and had any interest 
in it. However, it was only a sec- 
ondary responsibility for her. Her 
time was limited, and she was not 
available around the clock. She 
kept up with the equipment and 
checked it for operational defects 
as best she could in her limited 
time. 


Much of the equipment accumu- 
lated in the hall before it could 
be put away, and was sometimes 
re-issued without being checked. 
Some of it did not get back to 
central supply. It went from pa- 
tient to patient, or was stored in 
utility rooms or nooks and cran- 
nies. Often, parts just disappeared. 


It was no wonder, then, that 
faulty equipment frequently ap- 
peared at the bedside; that equip- 
ment often broke down soon after 
it was placed on the patient; that 
it often appeared that we had in- 
sufficient equipment to serve the 
patients, or that 50 percent of the 
time the patient was not charged 
for the use of the equipment. 


The orderlies had absolutely no 
training in the care or use of this 
equipment, yet they were responsi- 
ble for obtaining, setting up, dis- 
mantling, and returning it. Only 
a few had acquired any knowledge 
of the equipment, yet one of them 
was handling it almost constantly 
from 8 4.m. until 10 p.m. and 
sporadically the rest of the 24 


An examination of patient charts 
and accounts revealed that 50 per- 
cent of the oxygen used was not 
being charged. The excuses were 
many, but the main reason was 
that the nurse was too busy with 
patient care to conscientiously con. 
cern herself with routine paper 
work. 

It was evident that something 
had to be done. We consulted the 
suppliers of both oxygen and or- 
thopedic supplies to find out what 
other hospitals did to control 
equipment, supplies, and charges. 


An exchange of ideas with the 
suppliers led us to believe that it 
might be feasible, economical, and 
profitable to combine the equip. 
ment and supplies of these two 
services and set up a department 
for them with a full-time, trained 
staff. 


A room was selected near the 
least-used elevator. Shelving and 
bins were built to line two walls. 
The space between shelves and the 
bin sizes were determined by the 
size and quantity of the items to 
be stored. These included such 
things as oxygen humidifiers and 
gauges, oxygen masks and cathe- 
ters, rubber tubing, metal splints, 
halters, traction belts, rib belts, 
weights, pulleys, small traction 
bars, traction hooks, ropes, crutch 
pads, and tips and walking heels. 


Such items as large and long 
over-bed frame parts, crutches, and 
Thomas splints were hung on long 
pegs and racks on the other two 


hours. walls. The oxygen tents were 
SPLINT CHARGE SLIP 
_ Hospital 
(ryPe oF seLint) (zimmer CATALOG NUMBER 
Charge to aes 
(paTiENT OR DOCTOR) (Room NUMBER CR 


(siGNaTURE OF DocToR) 


When this splint is returned IN GOOD CONDITION 
within 90 days, the patient’s account will be credited with $_~——__- 


For further information use postcard opposite page 128. 
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Wall storage for large items: over-bed frame parts, crutches and 
Thomas splints hang on long pegs and racks in safe, accessible 
positions. 


moved into an adjacent alcove. 


The hospital was then thorough- 
ly scoured for all outstanding 
equipment. The equipment not in 
use was properly stored, and the 
equipment in use was recorded as 
to its location. This provided a 
complete inventory of equipment. 
Shortages were noted and filled. 


All oxygen tents, tent gauges, 
wall gauges, Mist-O-gen sets, and 
Croupettes were numbered so that 
acontrol could be established. This 
control consists of a two-faced 4’ 
x 5’ mobile board. On each side of 
the board at 6” intervals across 
and 4” intervals down, metal pa- 
per clamps are fastened. 

Each row of clamps designates 
a different type of equipment, and 
each clamp on one side is num- 
bered with a number correspond- 
ing toa piece of oxygen equipment 
of that type. The rows on one 
side are numbered and used for 
orthopedic equipment pic- 
ture), 

A square of yellow paper under 
a clamp on the oxygen side indi- 
cates that that particular piece of 
equiment is not in working order. 
This square shows the date the 
equipment was sent to be repaired 
and where it was sent. This record 
enables the supervisor to follow up 
at reasonable intervals. 


A square of blue paper under a 
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clamp indicates that the piece of 
equipment is in stock and ready 
for use. This enables the super- 
visor to inventory any type of 
equipment at a glance. 


A white slip indicates the equip- 
ment is in use. This slip is a dupli- 
cate of the initial charge slip, and 
contains the patient’s name, room 
number, type of equipment, and 
use (continuous, P.R.N., etc.). 


On the orthopedic side of the 
board, there is a row of clamps for 
basic over-bed frames, patient help- 
ers, end pieces with pelvic traction, 
end pieces with head traction, 
Buck’s extension, and miscellane- 
ous equipment. 


Orthopedic equipment is charged 
out on a triplicate charge slip (see 
sample). The white copy is the 
charge slip. On removable items 
such as head and pelvic traction 
and splints, the charge is the full 
cost of the item. The yellow copy 
is a file copy, retained for 90 days. 
The pink copy is placed in the 
proper column on the board, and 
on returnable items is used as a 
credit to the business office when 
the item is returned in good con- 
dition. 


Our next step was to select and 
train personnel for the department. 
To give us full coverage, we chose 


(Continued on next page) 


TIME-TRIED 
DIACK | 
CONTROLS 


‘Every Pack 


Deserves the best 


Let time-tried 


Diacks prove the 


Test.”’ 


Go back to the first prin- 
ciples of cleanliness, and 
sterility; and you will con- 
trol the staph problem. 


SMITH & UNDERWOOD, Royal 
Oak, Michigan . . . Sole manufac- 
turers of Diack Controls and Inform 
Controls. 


Dependable Diacks — 
Since 1909 


For further information use postcard opposite page 128. 89 
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CENTRAL SUPPLY continued 


four orderlies. In addition, we 
picked an excellent aide to be the 
supervisor. 


The suppliers then spent several 
days with the personnel, teaching 
them how to use and care for the 
equipment. Supplemental classes 
were held weekly thereafter, for 
about six weeks. 


The nurses readily accepted the 
new procedure, which has many ad- 
vantages for them. The equipment 
is not constantly underfoot; it is 
always immediately available; the 
nursing staff does not have to worry 
about obtaining it and setting it 
up; and less paper work is involved 
for the nurses. 


The nurses’ responsibility is now 
limited to ordering the equipment, 
inspecting the set-up, and turning 
on the oxygen. It is now the O. 
and O. supervisor’s task to make 
the initial and daily charges. 


To insure that all charges are 


made and all equipment is re- 
turned promptly, the supervisor 
each morning makes an inventory 
list of outstanding equipment from 
the board. She then tours the hos- 
pital, verifying that each piece of 
equipment is still in its proper 
location and functioning properly. 
She also notes the oxygen usage 
by each patient and makes the 
daily charge. 

If a patient has moved, she can 
readily obtain the new location, 
or in case of a discharge of which 
she has not been notified, she can 
return the equipment immediately. 
Rarely does it happen that she is 
not notified. She receives a copy 
of all routine transfers and dis- 
charges and can recover the equip- 
ment immediately and complete 
the charges. 


Economically, this system proved 
sound from the start, because the 
increase in posted income slightly 
more than offset the cost of per- 
sonnel salaries and supply, repair, 


and replacement costs. 


The really big benefits, however, 
were the improvement in patient 
care and the decrease in complaints 
from physicians, nurses, and pa. 
tients. ‘Trained personnel and 
equipment in top condition are 
available around the clock, and 
the nursing staff doesn’t have to 
deplete its ranks at a critical mo. 
ment to provide the service. 


Now that this department has 
been operating efficiently for over 
a year, we have taken another close 
look at it and feel that several im- 
provements can bé made. The mas- 
ter board takes a lot of room. We 
believe that the same purpose and 
efficiency would be served by a 
Kardex file. 


We also believe that the ortho- 
pedic or splint charge slip can be 
better designed to accomplish the 
same purpose with less writing and 
for use with the Addressograph. 
And we think a central orderly 
pool would be economical. 


“You be the judge! 


See for yourself 


‘Diamond Jaw 


-Needleholders 


j care the finest! 


To imitate is 

the ultimate form 

of flattery! 

But, only Ochsner 
Diamond Jaw 
Needleholders have 
diamond cut teeth... 
to prevent needle 
turning and 

suture slippage 


at all times. 


Look for gold handles 
for easy identification 


LOS GATOS, CALIFORNIA 
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NEW PRODUCT 
INFORMATION 


For more details about the new products described 
on this page, check appropriate numbers on 
coupon at bottom of page. 


SPRAY-ON DRESS.- 
ING-This new product 
named SCAN*Spray-On 
Wound Dressing forms a 
smooth, tough, transpar- 
ent film that is. an obsta- 
cle to bacteria and is 
insoluble in water or 
body fluids. This film con- 
forms well to any body 
contour and allows flex- 
ing freedom without be- 
coming cracked or split. 
The Dressing is easily removed, or in 
time will slough off by itself. Suggested 
for use as an insoluble dressing in pedi- 
atric surgery, a dressing for any small 
dry wound, a prophylactic covering over 
gauze dressings, and hard to bandage 
areas such ‘as fingers and toes. 

SCAN Spray-On Wound Dressing is 
packaged in an aerosol can for ease of 
application. 

Circle #375 on Information Request 
Form for additional literature. 


TWO FAMOUS PRODUCTS COM- 
BINE TO MAKE NEW K-S COM- 
PRESSION ROLL—KLING* Conform 
Bandage and surgical viscose rayon pad- 
ding have been combined to make a new 
compression roll. The amazing properties 
of KLING Conform Bandage give K-S* 
Compression Roll abundant stretch for 
safety in case of swelling, and self-ad- 
herence which makes bandaging faster 
and neater. The viscose rayon padding 


Provides ample absorbency, cushions the 
wound, and is comfortable to wear. 
_ Suggested uses: leg roll, burn dress- 
ing, stump dressing, head bandage, radi- 
cal mastectomy dressing, large skin grafts 
and whenever an absorbent compression 
dressing is indicated. 

Circle #376 on Information Request 
Form for additional literature. 
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BLUE COLOR IDENTIFIES X-RAY 
DETECTABLE SPONGES-—The new 
iridescent blue monofilament in RAY- 
TEC* x-ray Detectable Sponges is more 
readily seen under operating room lights 
both before and after saturation in blood. 
The color is a mineral substance which 
is inert and insoluble in body fluids. The 
filament makes a large three-dimensional 


pattern on the x-ray and is detectable 
through bone or tissue from any radio- 
graphic angle. 

Johnson & Johnson pioneered the first 
soft, elastic, monofilament as the x-ray 
detectable material. It is non-toxic and 
completely unaffected by sterilization. 

Circle #377 on Information Request 
Form for additional literature. 


NEW ELASTIC BANDAGE—COM- 
PROL* Rubber Elastic Bandage has a 
new lightweight fabric that is cooler— 
promotes patient comfort. A high per- 
centage of rubber is included in the light- 
weight COMPROL fabric—to give pre- 


cise support. Each bandage is sealed in 
polyethylene. COMPROL is conveniently 
packaged in boxes of one dozen. Avail- 
able in 2”, 2%”, 3”, 4” and 6” widths. 

Circle #378 on Information Request 
Form for additional literature. 


PERFORATED PLASTIC TAPE— 
Perforations make the difference in new 
BAND-AID Clear Tape. The 
perforations, placed in rows, 
permit a clean tear—no scis- 
sors needed. When the tape 
is applied, the perforations 
permit the skin to “breathe” 
—aiding healing and promot- 
ing patient comfort. 

This flexible, transparent 
tape is virtually invisible on 
the skin. The special adhe- 
sive coating is truly HYPO- 
REACTIVE, combining op- 


timum skin adhesion — and 


lowest degree of reactivity | 
from any cause. 
Circle #379 on Informa- | 


tion Request Form for addi- 
tional literature. 


Use this convenient Information Request Form to ob- 
tain literature about the new products listed above. 


375 SCAN* SPRAY-ON DRESSING 
376 K-S* COMPRESSION ROLL 


*TRADEMARK © J & J 1960 


INFORMATION REQUEST FORM 


Gohmonafohnron New Brunswick, New Jersey 


I am interested in more information about the products circled. 


378 COMPROL* RUBBER ELASTIC BANDAGE 
379 PERFORATED BAND-AID CLEAR TAPE 


377 RAY-TEC* X-RAY DETECTABLE SPONGE * TRADEMARK 

NAME TITLE 
INSTITUTION 

ADDRESS CITY. ZONE__STATE 


For further information use postcard opposite page 128. 91 
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Contributing to Medical Education 
Through the World's Largest Surgical Film Library 


SURGICAL 
PRODUCTS 
NEWS 


SAFER SUTURE DISPENSING TECHNIC 


NOW WIDELY USED ThE 


Standardization on Davis & Geck Individual Plastic Strip Packs Combines 
Greater Safety With Simplification of Handling, Shipping and Storage Problems 


Old style bulk storage in jars and solu- 
tions poses constant threat of cross 
contamination with “staph.” or other 
organisms, particularly the hepatitis 
virus whose susceptibility to any cold 
germicidal solution is unknown. One 
contaminated suture tube returned to 
a common storage container may con- 
taminate all the rest. In addition, jars 
are heavy, hard. to open, difficult to 
store, prone to costly breakage. 


Slippery, hard-to-break suture tubes are 
awkward to handle and a time-consum- 
ing nuisance to open. Razor-sharp 
edges of broken tubes frequently nick 
sutures «nd adhering giass splinters 
may actually invade the operating field. 
Unused tubes must be washed, sorted 
and returned to jars. 


Delivery of sutures, particularly surgi- 
cal gut, on tightly wound reels tends to 
kink and weaken sutures. . . excessive 
handling is required for unreeling and 
Straightening. 


NEW 


New Davis & Geck Surgilope SP® ster- 
ile suture strip packs protect each su- 
ture individually in sealed plastic dou- 
ble envelopes, completely eliminating 
the cross-infection hazard of common 
storage in jars and solutions. Compact, 
lightweight 3-dozen cartons replace 
clumsy, fragile jars...handling is 
faster and easier, breakage is eliminated 
and shipping costs are sharply reduced. 


With Surgilope SP packaging, the cir- 
culating nurse simply strips open the 
outer envelope to dispense the steril-, 
sealed inner envelope containing the 
suture. Three simple, speedy dispens- 
ing technics fit any operating room situ- 
ation. Extra sutures are quickly opened 
as needed, reducing waste and time- 
consuming resterilization. 


New Davis & Geck loose-coil winding 
delivers a supple, kink-free suture, 
ready for instant use. 


92 For further information use postcard opposite page 128. 


INVITES COMPARISON 


NEW, SHARPER DISPOSABLE 
NEEDLE PROVIDES ADDED 
SAFETY IN ALL-PLASTIC, 
WET-PROOF PACK 


The point of the Vim® Sterile Disposa- 
ble Needle is the result of extensive 
research in point design. Penetration 
tests prove that its 12° top bevel and 
longer side pointing provide easier tis- 
sue entry than the usual more rounded 
point design. Equally important, this 
extra sharpness has been achieved with- 


out beveling into the lumen, ensuring a Ing 

stronger point. Unlike weaker lancet- hos 

type points, the Vim point will not “fish it 

hook” in penetrating the vial stopper VA 

before ever reaching the patient. gra 

Re 

Ww 

A 

br 

da 

ce 

In 

H 

against cross-infection. There is no 7 
spot-sealed cap to “breathe in” airborne 

contaminants when subjected to chang- : 
ing temperatures ...no paper backing 

easily penetrated by moisture. g 

The unique Vim plastic hub is square li 

for easier handling, and fused — not P 


glued — to the stainless steel cannula. 
The needles are ultrasonically cleaned 
(leave no tattoo marks), and fit any a 
standard Luer syringe. 

The Vim Disposable Needle is ap- 
proved for purchase under the rigid 
new United States Armed Forces and 
Veterans Administration specifications 
for sharpness and package safety. Test 
it yourself against any other disposable 
in the field, before placing your next 
order. 


CYANAMID_—_— 


AMERICAN CYANAMID CO 
SURGICAL PRODUCTS 
30 ROCKEFELLER 
NEW YORK, N. Y. 


SALES OFFICE: DANBURY, CONNECTICUT 
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Award-Winning Ideas 


Ingenious staff members of VA 
hospitals receive recognition in the 
VA's annual incentive awards pro- 
gram for suggesting better ways of 


Resolution of Blood Clots 
With Minimal Damage to LE 


A method using a garlic press to 
break up blood clots with minimal 
damage to lupus erythematosus 
cells won an award for Robert A. 
Innella, laboratory technician, VA 
Hospital, Brooklyn, N. Y. 


In the method previously used 
in his hospital, a blood clot sus- 
pected of containing enmeshed LE 
blood cells was placed on an 80- 
gauge wire screen with openings a 
little larger than the cells, and then 
carefully broken up by rubbing 
it with applicator sticks or a pestle 
and pushing the fragments through 


Above, right: After only two or three com- 
Pressions in an ordinary garlic press, blood 
slot is about to pass directly into funnel and 
test tube. The press, pictured at right, has an 
80 Sauge wire screen insert through which the 
lot is forced with minimal damage to LE cells. 


JUNE, 1960 


doing specific tasks. Winning ideas 
for improvement are publicized in 
the “incentive awards digest,” is- 
sued by the VA Department of 


Cells 


the screen openings into a dish 
below. Material in the dish was 
then transferred to a test tube. 


Mr. Innella places the clot into 
an ordinary garlic press fitted with 
a piece of wire screen. Only two 
or three compressions of the press 
are needed to force the clot through 
the screen into a funnel and then 
directly into a test tube. 


When it is forced cleanly through 
the screen with even pressure by a 


(Continued on page 97) 


Medicine and Surgery. 

Awards were given to laboratory 
personnel in the 1959 contest for 
the ideas featured here. 
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The new Telfa dressing 
-kinder than 
sensitive tissue 


Improved design provides better strips are kinder than ever to sensitive tissue,as [i 

well as closely controlled hospital budgets, see 
capillary action for full drainage, yet your Curity” representative. 
all that touches the wound Telfa strips are available in a variety of sizes | 


reaching from 8" x 10” down to 114" x 2". 8 


is the soft plastic film 


For comfortable, undisturbed healing, trust the im- 
proved Telfa dressing. Your patient hardly knows it’s 
there. 


So gentle is this plastic cover, so efficient is its large- 
perforation design, you need not hesitate to use Telfa 
routinely on large, flat wounds. Tissue disturbance is 
never a concern. Thus, no delays in healing. And the 
one-way drainage affords a continuing dryness. 


A noticeable economy 


With this dryness and the highly retentive pad, dress- 
ing changes are fewer. And you often need fewer 
dressings per wound—because one Telfa dressing can 
do what sometimes requires a stack of sponges. Con- The Telfa principle of non-adherent dressings. The 
sider this in terms of dollars and hours, and you’ll find highly absorbent pad pulls drainage through the im- 

. proved, large-bore perforations. The plastic cover, 
a noticeable economy. One that can reduce dressing which is bonded to the pad, keeps dressing fibers out 


costs as much as 40°;.. To see how Telfa non-adherent of the wound. 


T ® 
E L A THE KENDALL comr4yxy 
BAUER & BLACK 


NON-ADHERENT DRESSINGS SIVISION 


For further information use postcard opposite page 128. HOSPITAL TOPICS 
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Needle on Silk 
and all other 
DEKNATEL 
SUTURES 


A significant advance in the 
evolution of needles, the 
Deknatel ‘K’ Needle is neither 
cutting nor taper—but an all- 
purpose combination of both. 
Starting as an extremely sharp 
penetrating point, it continues 
as a taper with no cutting 
sides. There is no danger of 
cutting in, out, or laterally. 


The Deknatel ‘K’ Needle mini- 
mizes or eliminates needle 
bending...gives maximum 
stability in the needle holder 
...unusual ease of passage 
through toughest tissue... 
extremely fine pickup. .. finest 
approximation of wounds...no 
need to change from cutting 
to taper or vice versa. 


The Deknatel ‘K’ Needle and 
all other types of needles and 
sutures are available in the 
Deknatel Plastic Pak. Storedin 
formaldehyde with fluorescein 
dye added, only the Deknatel 
Plastic Pak gives direct visual 
assurance of sterility—the 
same foolproof safeguard 
known with glass tubes. For 
samples, write— 


DEKNATEL 


96-55 222 Street, Queens Village 29, N.Y. 
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few strokes of the garlic press, there 


lk is very little damage to the struc- 
wre of the cells, compared with 
Tr the tearing and crushing created 
by the use of applicator sticks or a 
a pestle, Mr. Innella says. Conse- 


quently, there is a greater percent- 
aS age of intact cells and thus greater 
- opportunity for finding and mak- Fig. 1. Closeup of 
ing positive identification of LE standard needle 
cells. sharpener. 


Also, in the preparation of an 
average of five specimens a week, 


54 minutes is saved with the new NO. 35 IN A SERIES 
method, according to its originator. MISS PHOEBE 
Needle Sharpener 
th For sharpening the hubless-type 
“ needle such as is used with “Vacu- 
the taner,” Louis Z. Serrano, medical 
her technician, VA Hospital, Topeka, 
all- Kans., devised an adapter for use 
oth. on the standard needle sharpener 
for laboratory use, which is de- \ 
arp 
its: signed for the hub-type needle. 
in The adapter is prepared from 
“of two pieces of rubber tubing 1 cm. 
¢ in diameter and 2 cm. long. One 
: piece is slipped over each end of 
nl- { 
dle 
am } 
ler 
ge 
J 
est 
no 
ng Fig. 2. Needle sharpener. 
nd a piece of glass tubing 1” long and a *) 
a lcm. in diameter (Fig. 1). 
he The hubless-type needle is in- “I’m going back to horse racing — they didn’t tell me we'd have 
in serted in one end of this adapter, to outlast Everest & Jennings chairs!” 
a and the other end is slipped over 
the projecting point of the sharp- 
el ener. The needle may then be Everest & Jennings chairs do last. 
al aligned and brought into contact Their maneuverability lasts, their smooth performance 
e with the emery wheel (Fig. 2). lasts, their bright easy-to-clean beauty lasts. 
d Only one thing ever changes: their economy 
ir Inde f Lab becomes more apparent every year you own them. 
x of Laboratory 
Tests 
and Procedures 
A suggesti ) Specify EVEREST & JENNINGS chairs 
that an index file of dor your 
Elevating | t model h 
aboratory tests be set up for 8” essen eolonse-pesttioned to EVEREST & JENNINGS, INC., 
—_ for weight of casts. 
Y. 
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the laboratory and each service 
ysing it was made by Mrs. E. Irene 
leach, supervisor, ward clerk unit, 
and Frances M. Felton, chief, clin- 
jal laboratory, VA Hospital, Okla- 
homa City, Okla. 


The file card for each test shows: 
name of test, form used, limitations 
of diet, etc., type of specimen (s) 
submitted or needed, name of lab- 
gratory department where test is 
processed, scheduling instructions, 
if any, and other instructions. 


Files can be consulted by ward 
or department personnel when a 
test is needed, and all information 
obtained without reference to the 
laboratory or other departments. 
The Addressograph can be used 
if the form is short. 


Plasma Disposal 


A plan for profitable disposition 
of plasma obtained from blood 
after red blood cells are removed 
won an award for J. J. Matsushima, 
laboratory service, VA Hospital, 
Long Beach, Calif. 


The use of red cells in concen- 
trated form is essential in some 
cases treated in VA hospitals, and 
preferable in others. The remain- 
ing plasma in many instances is 
not used. 


Mr. Matsushima bottles this plas- 
ma under sterile conditions and 
secures credits from a local blood 
laboratory under a plasma ex- 
change plan. This credit is then 
used to purchase materials needed 
by the hospital laboratory, such as 
Coomb’s serum and typing sera. 


Glucose Tolerance Tests 


To cut down on the time spent in 
making glucose tolerance _ tests, 
Margaret A. Joseph, medical tech- 
Nician, VA Hospital, Lyons, N. J., 
suggested preparing a quantity of 
glucose solution in advance. 


She prepares perhaps 2,000 ml. 
at 507% w/v, bottles it, and keeps 
it in the refrigerator. In 200 ml. 
the patient will receive the 100 
grams glucose required for the test. 


Adding a little lemon extract to 


the cold solution improves _ its 
Palatability. 
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Contoums With 


le‘HYPO’ 
Seal Of Standards 


The HYPOsterile 
DISPOSABLE 
SYRINGE & NEEDLE 


Complete Unit Is Packaged Pre-Sterilized 
...Ready For Immediate Use...Offering 
Greater Patient Comfort And Protection, 
And Positively Eliminating The Danger 
Of Cross Infections! 


@ GUARANTEED PYROGEN-FREE 

@ NEW FACTORY SHARP HYPOstainless 
NEEDLE REDUCES TISSUE TRAUMA 

@ LAB TESTED AND APPROVED 

@ PRECISE PRODUCT STANDARDS 

@ GUARANTEED AGAINST BACKFLOW 
AND LEAKAGE 

@ CLEAR MARKINGS ACCURATELY yp 
REL 

e SAME CANULAE AS SUPPLIED UNDER 
FEDERAL CONTRACTS 


AVAILABLE WITH OR 
WITHOUT NEEDLE 

STANDARD, TUBERCULIN, OR INSULIN TYPE 
in Sizes 2cc, Sec, 10ec 

All Regular Needie Gauges 

Write for free sample 

and descriptive literature! 


11 Mercer Street + New York 13, N. Y. 


@ IT'S FEATHERWEIGHT 
@ FITS ANY CRIB 


@ FOR ALL TYPES OF 
INFANT TRACTION 


Constructed of octagonal alu- 
minum alloy tubing, which elim- 
inates slipping, while affording 
light weight and great strength. 
The complete set weighs just 18 
Ibs. One nurse can easily and 
quickly assemble and attach the 
set to any metal or wood crib. 
Fastening and adjustment are 


speeded by the use of exclusive DePuy lever-lock x The set is de- 
signed to take all types of traction for infants and children (illustrated 
All parts are interchangeable. No. 660. 


in use for Bryant's traction). 


MANUFACTURING CO., INC. 


-.WARSAW 


For further information use postcard opposite page 128. 
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New penn PEDIATRIC 
TRACHEA TUBES 


Penn Pediatric Trachea Tubes are designed for 
infants and children. Their shorter length and 
sharper angle make them anatomically correct 
for this age group. Available in four sizes: 00, 
0, 1, 2, in sterling silver. Supplied with obdurators 
as are all Dittmar-Penn Tubes. 


This addition to the wide variety of Jackson 
Regular, Jackson Short, Luer and Laryngectomy 
Tubes assures you one complete source for 
standardization. Prompt service on emergency 
requirements. Repair service also available. 


Get your copy of the handy Dittmar-Penn chart 
giving all lengths and openings. Simplifies order- 
ing correct tubes for all purposes. Sent on request. 


Dittmar-Penn Tubes are guaranteed, uncondition- 
ally, and are available through reputable 
surgical supply dealers. 


= 


KRON GALL DUCT DILATOR 
and IRRIGATING PROBE 


Designed by SAMUEL D. KRON, M.D. 
Einstein Medical Center, Philadelphia, Pa. 


This instrument combines in one ste the dilating 
function of the Bakes dilator and the irrigating 
maneuver of a rubber catheter. 


The instrument consists of a malleable silver cannula 
with an olive dilator at one end and a lock attach- 
ment at the other. In practice, the olive tip is passed 
through the duct into the duodenum; an irrigating 
stream is then introduced by a syringe attached 
to the lock end. 


Set of 3 sizes with tips of 4, 6 and 8 mm. Overall 
length of instrument is 10% in. 


DITTMAR and PENN CORPORATION S155 BELFIELD AVE. «PHILADELPHIA 44, PA, 


For further information use postcard opposite page 128. 


TRI-STATE 
(Continued from page 25) 


of the hospital and related fields, and stimulated by 4 
grant from an interested business organization, has 
kept the Illinois Hospital Association actively involved 
in work simplification and methods improvement 
for the last five years. 

Films have been created and used, workshops and 
institutes held, and other activities staged to encour. 
age public and hospital support of work envisaged by 
the committee. 

Cited as reasons for the advancement of methods 
improvement are the economic pressures hospitals are 
suffering as a result of soaring costs and salaries and 
the concomitant pressures of hospital boards of trus. 
tees on administrators to provide adequate low-cost 
medical care to their communities. 


Work simplification and methods improvement are 
realistic technics which can solve problems, and can 
involve interested people. 


Work is based on the following premises: Hospitals, 
particularly small ones, are not by nature efficient 
operations. Not many have done much about it. The 
reasons are complex; hospitals are geared to results, 
and yet, because of this, methods of procedures used 
are often the result of stuffy thinking, inertia, unwill- 
ingness to change. Action which will have public 
relations impact is indicated. Hospitals must be able 
to say they're doing things, meeting challenges. 


The elements of a methods improvement program 
require skill. The assistance of a professional indus- 
trial engineer is almost essential. — David M. Kinzer, 
executive director, Illinois Hospital Association, Chi- 
cago. 


University Can Help 


Laying Groundwork for 
Methods Improvement Project 


Education of key persons in industrial engineering 
technics is a first step towards placing the hospital in 
a position of receiving benefit from methods improve- 
ment projects. With useful technics for solving prob- 
lems, hospital problems can be solved from within. 


There is a distinct difference between methods im- 
provement and work simplification, both of which 
are now being used in hospitals. After a problem 
has been defined, observations have been analyzed 
and data synthesized, and a new method is sought, 
methods improvement proceeds with the aid of a 
professional problem-solver, usually an industrial en- 
gineer. Work simplification relies at this point upon 
amateur problem-solvers. Both methods attempt 
get people to participate, and hence appreciate the 
value of the results sought. 

in an industrial application of both methods, one 
year after a large firm introduced methods improve 
ment, a net saving of $400 per year per production 
team was realized; five years later with work simplif- 
cation in conjunction with methods improvement, 

(Continued on page 125) 
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quality there with Colson wheels and casters. Seventy-five years of 


etter... 


Colson starts with the first essential, mobility, and begins building o— 


experience go into putting together the total unit. Literally from the = 


ground up, Colson builds it better, supplying the complete product 
and a complete line of hospital equipment. From casters to completion, f “tt t 
each part of Colson’s P.A. Stretcher is made with the careful precision 
that has made Colson famous for long-lasting quality. In the long a " 


run, quality costs less. Buy once, buy the best .. . Colson. 


COLSON'S 


YEAR OF 
,, PROGRESS 


Vv. 


75 Years of experience in supplying 
field-tested equipment and casters to 
industry and institutions. Millions of 
Satisfied customers know and respect the 
fame COLSON... synonym for quality. 


JUNE, 1960 


ANNOUNCING TWO MAJOR IMPROVEMENTS IN COLSON’S FINE P.A. STRETCHER 

Already preferred for its simple design. ease of operation, and patient-comfort, 
Colson adds two important improvements. The wheel base is 16°, wider, provid- 
ing safety and stability during patient transfer, tilting and elevating. Safety side 
rails now have rounded corners. Other features included are: square-socket IV 
rods: wide track wheels; head rest with double horizontal bars; full 80-inch litter, 
and optional four-inch air foam pad for ultimate patient-comfort. Dozens of 
accessories available to create the perfectly equipped comfortable P.A. Stretcher. 
Write today for a free illustrated catalog showing the full line of quality Colson 
stretchers. Colson has one for every requirement. 


THE COLSON CORPORATION 7 S. Dearborn Street 


Plants in: Jonesboro, Ark.; Sommerville, Mass. and Elyria, Ohio CHICAGO, ILLINOIS 


For further information use postcard opposite page 128. 
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SCANNING 
(Continued from page 7) 


Soviets Report Success 
In Thigh Transplant 


Dr. Maria Panova of Moscow’s 
Central Institute of Traumatology 
Orthopedics is reported by the 
Soviet press to have successfully 
transplanted the thigh of a corpse 
into a young man. 


strikings cause tenosynovitis of the 
tendon sheaths of the extensors of 
the right index and middle fingers. 
Extreme cases result in limitation 
of wrist and hand movement. 

Violinists have their own collec- 
tion of disorders. They are subject 
to callosities on the left hand from 
friction with strings, on the right 
hand from pressure ol the bow, 
and on the lower jaw from pressure 
of the chin rest. 


The operation was performed 
two years ago. The thigh came 
from a young man killed in a traf- 
fic accident. 

The transplanted thigh is living 
normally, and the patient soon will 


HIP 
‘SMo ., lrihopedic 


Absolute fixation obtained with Deyerle plate and threaded 
pins inserted deep into the head cortex. 


Pins are held in pre-selected angle (140°) by the plate-and- 
guide combination allowing for absolute fixation of the shaft 
end. 


Cruciate (Woodruff) head pins for ease of insertion. 


Smooth shanks allow for sliding of the pins in shaft end portion 
and maintain contact compression without loss of reduction or 
position. 


Space radially to prevent rotation. 


PAT. e Minimal pressure necrosis with peripheral fixation. 


APPLIED FOR 


No. 1058-A No. 1058-B No. 1058-C No. 1058-D 


No. 1059 


Technique published in Clinical Orthopaedics, No. 13, 1959 (J. B. Lippincott Co.). Dr. Wm. N. 
Deyerle, Dept. of Orthopaedic Surgery, Medical College of Virginia, Richmond, Va. 


Order from your surgical supply dealer. 


Qrihopedic 


EQUIPMENT CO. 
BOURBON INDIANA 


SPLINTS © FRACTURE EQUIPMENT © BONE INSTRUMENTS © SMO INTERNAL BONE APPLIANCES 


EUROPEAN ASSOCIATES: ZIMMER ORTHOPAEDIC, LTD., Bridgend, Glam, Great Britain 
ORTOPEDIA G.m.b.H. KIEL, Kiel, Germany 
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discard the light orthopedic ap- 
paratus he is using. 

Dr. Nikolai Priorov, director of 
the institute, was quoted as saying 
that human limbs, specially treated 
pieces of skin, cartilage and sinews, 
were regularly taken from Corpses 
for transplanting in patients. 


Radio Energy Measures 
Blood Flow 


The ability of blood atoms to ab. 
sorb radio energy has resulted in 
the development of a new painless 
method of measuring blood flow, 
The new process, according to 
Jerome R. Singer, associate profes- 
sor of electrical engineering, Uni- 
versity of California, who devel. 
oped it, was originally meant to 
aid the study of side effects of new 
drugs before they are adopted for 
use in human beings. 


The portion of the body to be 
tested is positioned between the 
poles of a powerful electromagnet. 
The protons in the hydrogen atoms 
of the blood line up as they pass 
through the magnetic field. 


Small, harmless bursts of radio 
energy are sent through the tissue. 
Some of this energy is absorbed by 
the protons and knocks them out 
of line. By measuring this activity 
electronically the rate of blood 
flow can be quickly calculated. 

According to Mr. Singer, the 
apparatus has been used only on 
experimental mice in the labora- 
tory, but a new, larger machine is 
being built which will measure 
human blood flow. 


Epileptics Show Good 
Work Records 

Of the 77 epileptic employees 
studied during one year in four 
industrial companies, 76 percent 
had job performance ratings equal 
to or better than those of their 
co-workers, reports Dr. Melvin M. 
Udel, director of the safety and 
occupation bureau, Metropolitan 
Life Insurance Company. 


Dr. Udel urges that occupational 
physicians take a more active role 
in supervising epileptic employees 
through achievement and seizure 
control. He adds that discrimina 
tory practices against hiring epilep- 
tics was unwarranted. 
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Clarence A. Warden, Jr. (r.), president, Bryn Mawr (Pa.) Hospital, is 
congratulated on his election as president of the new Delaware Valley 
Hospital Council by Charles E. Ingersoll (1.), trustee, Children’s Hospital 
of Philadelphia, who is the new vice-president. H. Robert Cathcart, 


administrator, Pennsylvania Hospital, Philadelphia, 


treasurer. 


Gordon T. Beaty—has been named 


assistant administrator, City of 
Hope Medical Center, Duarte, 
Calif. 


Rey. Dr. Bolton Boone, adminis- 
trator, Methodist Hospital of Dal- 
las—is new president of the Na- 
tional Association of Methodist 
Hospitals and Homes. He succeeds 
the Rev. Dr. Victor B. Hann. 


Bob Bruner—has resigned as ad- 
ministrator, Jasper (Ala.) Commu- 
nity Hospital. Jim Rutledge, his 
former assistant, has been named 
acting administrator. 


Edgar S. Buyers, M.D.—has been 
unanimously elected a_ director 
emeritus, Montgomery Hospital 
board, Norristown, Pa. 


J. Douglas Colman — is new presi- 
dent and executive officer of As- 
sociated Hospital Service, Inc., 
New York’s Blue Cross plan. 


R. E. Cooper, M.D.—has been ap- 
pointed medical superintendent, 
lonia (Mich.) State Hospital, suc- 
ceeding Perry C. Robertson, M.D., 
who will retire. 


Gustave J. Dammin, M.D. patholo- 
gist-in-chief, Peter Bent Brigham 
Hospital and professor of patholo- 
Sy, Harvard Medical School, Bos- 
ton, has been elected president of 
the Armed Forces Epidemiological 
Board, to succeed Dr. Thomas 
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is the secretary- 


Francis, chairman of the depart- 
ment of epidemiology, Department 
of Public Health, University of 
Michigan. 


Frank J. De- 
Scipio—has been 
appointed ad- 
ministra- 
tor, Prospect 
Heights Hospi- 
tal, Brooklyn, 
N.Y., following 
the retirement 
of Maud J. West 
from this post. 


QO. D. Dickerson—has been named 
administrator, Calhoun (Fla.) Gen- 
eral Hespital, scheduled to open 
this summer. He was formerly ad- 
ministrator, Okaloosa Memorial 
Hospital, Crestview, Fla. 


Bright M. Dormblasier—has_ been 
appointed director, Franklin Coun- 


Sean MacEntee (I.), deputy prime 

ister of Ireland, and P.S. 0. 
Murray (r.), deputy minister for 
health, accompany J. Douglas 
Colman, president, Associated 
Hospital Service, New York, to 
the Blue Cross tabulating de- 
partment. Mr. MacEntee and Mr. 
Murray are studying the plan’‘s 
method of meeting hospital costs. 


Personally 
Speaking 


ty Public Hospital, Greenfield, 
Mass. He succeeds Alexander Mc- 
Aeiley who has resigned. 


G. Herbert Gleenor — has been 
named manager of the new Hays 
County Memorial Hospital, San 
Marcos, Tex. 


John F. Haines—has been appoint- 
ed assistant administrator, Alexian 
Brothers Hospital, St. Louis, Mo., 
after completing administrative 
residency at Luther Hospital, Eau 
Claire, Wis. 


Tracy B. Hare—has resigned as ad- 
ministrative director, Variety Chil- 
dren’s Hospital, Miami, Fla., to 
become a full time hospital con- 
sultant. 


Wade Henry—has been appointed 

administrator, Gibson General 

Hospita', Princeton, Ind. 
(Continued on next page) 
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SURGERY 


BROWN MILLED 


SURGEONS GLOVES 
by SEAMLESS 


Brown Milled Surgeons’ Gloves by 
Seamless are made of the finest Para 
rubber. They are gloves that cling to 
the hand and fingers .. . yet never 
grab with a tight grip. There’s no 
loss of circulation, accelerated fatigue 
or loss of sensation. These are gloves 
acclaimed the world over for provid- 
ing maximum sensitivity and maxi- 
mum comfort compatible with long 
glove life. And hardly less important 
—their hypoallergenic properties 
minimize the possibility of contact 
dermatitis. 

To give your surgeons the best, order 
SR-829. “Kolor-Sized” and Banded. 
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Eva Weiss—has been promoted to 
the center-wide staff, Albert Ein- 
stein Medical Center, Philadelphia, 
Pa., to work on special projects. 
She was formerly first assistant ad- 
ministrator, southern division. Rob- 
ert R. Gorham has been appointed 
personnel director. 


Mary Edna Williams, R.N.— has 
been appointed director of nursing 
and administrative assistant, Uni- 
versity Hospital and Hillman Clin- 
ics, Birmingham, Ala. Miss Wil- 
liams was formerly associate pro- 
fessor and clinical coordinator, Uni- 
versity of Pittsburgh (Pa.) School 
of Nursing. 


Dale E. Howard—has been named 
administrator, Leeds (Ala.) Hospi- 
tal, having resigned as administra- 
tor, Arlington (Ga.) City Hospital. 
W. Terrell has been named ad- 
ministrator, Arlington City Hospi- 
tal. 


Charles H. Jones, M.D.—has been 
appointed superintendent, Butler 
Hospital, Providence, R.I. He has 
resigned as superintendent, North- 
ern State Hospital, Sedro Woolley, 
Wash. 


Frances M. Jordon—has been ap- 
pointed administrator, Winfield 
(Ala.) Hospital. She was formerly 
director of nurses. 


Sister Juliana Kelly—has been ap- 
pointed administrator, St. Vincent's 
Hospital, St. Louis, Mo., succeed- 
ing Sister Josephine Aitchison, who 
has been chosen administrator, St. 
Mary’s Hospital, Milwaukee, Wis. 


John A. Maloney—has been ap- 
pointed administrator, Morristown- 
Hamblen Hospital, Morristown, 
Tenn. Mr. Maloney, formerly of 
Lawrence County (Tenn.) Hospi- 
tal, succeeds William P. Messer in 
his new post. 


Richards N. Manuel — has been 
named administrator, Fayette Me- 
morial Hospital, Connersville, Ind. 
Edward A. 


Messier — has been 


named comptroller, Staten Island 
(N.Y.) Hospital. He was formerly 
the Beekman- 


comptroller for 
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Downtown Hospital, New York 


City. 


Carl Nusbaum— 
has been ap- 
pointed adminis- 
trator, Gottlieb 
Memorial Hos- 
pital, now being 
built in Chica- 
go. He was form- 
erly executive 
head of Rest 
Haven 


Rehabilitation 


Hospital, 
Chicago. The new institution will 
open early in 1961. 


Sydney C. Peimer—has been named 
associate director, Beth-El Hospi- 
tal, Brooklyn, N.Y. 


Leonard L. 
Pfaelzer — has 
been elected to 
the board of 
governors, Louis 
A. Weiss Me- 
morial Hospital, 
Chicago. Hubert 
S. Silberman has 
been elected 
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vice-president of the board. Robert 
T. Cross has been appointed di- 
rector of social service and director 
of the Jacob M. Arvey Clinic at the 
hospital. 


Martin O. Sacks, M.D., attending 
pediatrician, Little Company of 
Mary Hospital, Evergreen Park, 
lll, has been appointed to the 
Medical Advisory Board, Catholic 
Hospital Association. 


Orval Sparkman—has been named 
administrator, Hartselle (Ala.) Hos- 
pital, following the retirement of 
John Guier, Jr. 


Julia Taylor—has resigned as ad- 
ministrator, Community Hospital, 
East Tallahassee, Ala. 


Donald L. Thompson—is new di- 
rector of nursing, Kansas City 
(Mo.) General Hospital. He was 
formerly director of nursing serv- 
ice, Winnebago (Wisc.) State Hos- 
pital. 


Robert A. Titthe—has been desig- 
nated administrator, Humphreys 
County Memorial Hospital, Bel- 
zoni, Miss., succeeding Aileen M. 
Childress, R.N. 


Herbert E. Unger—has been ap- 


pointed comptroller, Elk County 
General Hospital, Ridgeway, Pa. 


Julius M. Waghelstein, M.D.—has 
been appointed director of medi- 
cine, Franklin Square Hospital, 
Baltimore, Md. Donald B. Hebb, 
M.D.—has assumed the duties of 
director of the department of sur- 
gery. 


Carney W. Wright — has been 


named assistant administrator, Uni- 


versity of Tennessee Memorial Re- 
search Center and Hospital, Knox- 
ville. He was formerly administra- 


tor, Riverside Hospital, Paducah, 
Ky. 


William J. Yeats — has been ap- 
pointed administrator, Tri-State 
Memoria! Hospital, Clarkston, 
Wash., succeeding Philip R. Roth, 
who has resigned. Previously, Mr. 
Yeats was administrator, Wallowa 


Memorial Hospital, Enterprise, 
Ore. 
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New Officers 

Peter B. Terenzio — was elected 
president of the Greater New York 
Hospital Association, New York 


named deputy to the Veterans Ad- 
ministration assistant chief medical 
director for operations, Washing- 
ton, D.C. Charles P. Henke, M.D., 
has been named director of domi- 


City. He is executive vice-president 
of Roosevelt Hospital, N.Y.C. ciliaries for the VA. 
Milton I. Schwalbe, M.D.—has been 
named director of a newly estab- 
lished data processing staff in the 
VA Department of Medicine and 
Surgery, Washington, D.C. Dr. 
Schwalbe was formerly director of 


VA Appointments 

Walther H. Thiele—has taken over 
duties as manager, VA Hospital, 
Lake City, Fla., replacing Oliver 
W. Greer, M.D. who has retired. 
Oreon K. Timm, M.D.—has_ been (Continued on next page) 
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xsi Desitin Ointment works hand 
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(MICROPULVERIZED MODIFIED STARCH LUBRICANT U.S.P.) 


EZON is a biologically absorbable 
starch derivative. Its use minimizes 
the possibility of adhesions. EZON 
provides consistent lubrication— 
caking or gelatinizing is minimized 
by chemical buffering of the powder. 
Specify EZON and eliminate com- 
plaints from both surgeons and 
nurses. Order SR 811 Packets—288 
Packets in a dispensing box—6 boxes 
to a shipping case. 


EZON PACKETS EZON WASH-PAK EZON BULK 
FOR O.R. USE FOR WASHING FOR POWDERING 


EZON and WASH-PAK are trade- 
marks of the Seamless Rubber Company 
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PERSONALS continued 


professional services, Manhattan 
VA Hospital, New York City, N.Y. 


Deaths 


Eleanor Helm—died recently. She 
was director of the department of 
baccalaureate and higher degree 
programs, National League for 
Nursing, New York City. 


William Wallace Morrison, M.D.— 
died April 17, at 65. He was direc- 
tor of otolaryngology, New York 
(City) Polyclinic Medical School 
and Hospital. In 1936 Dr. Morri- 
son demonstrated a method of ar- 
ticulation by which a patient who 
had lost his larynx due to throat 
cancer could speak, using air from 
the stomach and whatever part of 
the throat was left after the op- 
eration. 


Edwin G. Ramsdell, M.D. — died 
April 14 at 73 years of age. He 
was president of the American 
Goiter Association and the West- 
chester County Board of Health, 
and was prominent in several pro- 
fessional groups. 


William Sharpe, M.D.—died March 
29. He was a noted brain surgeon 
and director of neurosurgery and 
neurology at the Manhattan Gen- 
eral Hospital, New York City. 


News Notes 


Nathaniel H. Cooper, M.D. — has 
been named associate medical di- 
rector and director of community 
service and education, American 
Heart Association, New York City. 


Fern W. Gleiser—has been appoint- 
ed consultant in dietetics to the 
Army Surgeon General, Washing- 
ton, D.C. She is professor of insti- 
tution management, University of 
Chicago, school of business. 


Lt. Col. Katherine E. Manchester, 
AMSC—will become chief, dietician 
section and assistant chief, Army 
Medical Specialist Corps, Washing- 
ton, D.C., upon the retirement of 
Lt. Col. Helen M. Davis, AMSC. 


John Paul North, M.D.—is to be- 
come director, American College 
of Surgeons, effective January 31, 
1961. He is chief, surgical service, 
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Veterans Administration Hospital, 
Dallas, Tex.; and professor of clin. 
ical surgery, Southwestern Medical 
School, University of Texas. He 
is widely known for work in the 
field of trauma. 


Katharine Lembright, R.N. — ha 
been appointed nursing consultant 


for the American Heart Associa. 
tion, New York City. Formerly 
executive secretary, American 


Nurses’ Association, she will plan 
and develop national nursing pro- 
grams related to care of cardiovas. 
cular patients. 


Three new directors have been ap- 
pointed to the board of managers, 
Harrisburg (Pa.) Hospital. They 
are: Harold S. Buchter, Dr. Fred f, 
Bryan and Judge R. Dixon Her. 
man. 


Austin B. Chinn, M.D. — has re- 
signed as medical director, Benja- 
min Rose Hospital, Cleveland, 0, 
to devote all of his time to research 
in aging. Amasa B. Ford, M.D., has 
been named his successor. 
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Girls’ Thinning Hair 
Not Baldness Sign 


Young women who suddenly begin 
losing their hair should not fear 
that baldness will result. William 
p. Guy, M.D., and Walter F, Ed- 
mundson, M.D., Pittsburgh, derma- 
tologists, report that diffuse cyclic 
hair loss in women is fairly com- 
mon and is different from the 
permanent hair thinning that oc- 
casionally strikes women in middle 
or late life. 


The thinning, according to Drs. 
Guy and Edmundson, occurs in 
episodes usually lasting several 
weeks. ‘The patient is otherwise 
vigorous and healthy. 

There is no apparent cause for 
the disorder, although the doctors 
state that it is probably a physio- 
logic phenomenon. A significant 
number of hairs reach the resting 
phase simultaneously and cause 
alarm when they fall out in a short 
period of time. The hair that falls 
out is usually replaced by new 
hair growth. 


Bronchitis Tops British 
GPs’ List of IIIs 


Bronchitis brought more persons 
into offices of British general prac- 
titioners than any other disorder, 
according to a survey recently 
published in London by the Gen- 
eral Register Office and the Col- 
lege of General Practitioners. 


Based on one year’s clinical rec- 
ords of 171 general practitioners 
throughout the country, the survey 
revealed that bronchitis was treated 
261.1 times per 1,000 patient visits. 
Arthritis and psychoneurotic dis- 
orders ran second and third, with 
204.3 and 165.8 cases respectively 
per 1,000 patient visits. 


According to the survey, eight 
percent of all patients saw their 
doctors an average of twice a year 
for the common cold. 

Psychoneurotic complaints ap- 
peared far more often in urban 
than rural areas, and from females 
more often than males. An average 
of one in twenty patients suffered 
neurotic disorders. This figure sug- 
gested that British GPs treat some 
two million persons each year for 
Psychoneurotic disorders. 
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Complete Privacy 
for Each Patient 


(even the one nearest the door) 


with the new Hill-Rom A.E. 
(Aluminum Extruded) Screening 


The new Hill-Rom A.E. (Aluminum Extruded) Cubicle Screening has been 
designed and engineered to meet the most exacting demands of architects, 
maintenance engineers and hospital administrative groups for low original 
cost, low installation and maintenance costs, quiet operation, smooth, easy 
sliding action, and complete privacy for each patient. 

The lifetime nylon slides glide silently along the sturdy, extruded 
aluminum track. No jerking, no coaxing, no twitching, no tugging. The 
smooth, quiet operation is easy on patients and nurses alike. Each bed is 
fully screened for complete privacy. The curtains are made of permanently 
flame-proof cordette materials in a choice of colors. The use of nylon mesh 
at the top lightens the curtain effect and permits a better circulation of air. 

Hill-Rom Cubicle Screening, like Hill-Rom furniture, is designed, manu- 
factured, sold, delivered, installed and serviced by Hill-Rom. Our new 
Screening catalog will be sent on request. 


HILL-ROM COMPANY, INC. + BATESVILLE, INDIANA 


3 DIFFERENT TYPES OF 
INSTALLATION 


The new A.E. Screening can be in- 
stalled in three different ways: 
1. Surface mounted (ceiling type). 
2. Recessed-in ceiling (flush mounted). 
3. Near-ceiling suspended (dropped 
from ceiling). Any size or shape of 
room—in any type of building—old 
ornew—can be completely screened. 
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BUYER’S 


For further information 
on any of the products, 
please check the Buyer’s 
Guide number on the 
reply card opposite page 
128. 


800. Slide test 
New test speedily detects presence of 
precipitin antibody associated with 
Hashimoto's disease (chronic lymphoid 
thyroiditis and primary myxedema. 
Ta-Test is simple to perform and read, 
gives clear-cut reactions. Patient's in- 
activated serum is mixed with latex- 
thyroglobulin reagent on glass slide; 
positive control serum is mixed with 
reagent on another section of slide. In 
20-test kits containing latex-thyroglobu- 
lin reagent, positive control serum, 
glycine-saline buffer diluent and divided 
glass slide. Also available are tests for 
detection of rheumatoid factor in  ar- 
thritis; gamma globulin deficiency; C- 
reactive protein; fibrinogen deficiency. 
Hyland Laboratories, 4501 Colorado 
Blvd., Los Angeles 39, Calif. 


801. Blower condenser 


The LSBC (Low Silhouette Blower 
Condenser), a new type air cool blower 
condenser, was designed for use in roof- 
top locations. The air movement up 
and out keeps noise at a minimum; the 
shape allows for location on most roofs 
with safe pounds-per-square-foot loading, 
eliminating costly reinforcing of roof 
members. Can be located anywhere with- 
out regard to prevailing wind. Models 
are available from five to 53.5 tons. 
Dunham-Bush, Inc., 179 South St., West 
Hartford, Conn. 


802. FiliGrille 


New ornamental 
grille work, of 34” 
polystyrene in a frame 
of anodized alumi- 
num, is suitable as 
space dividers and 
screens in receiving 
rooms, offices, waiting 
rooms. Standard de- 
signs and factory-fab- 
ricated in customized 
panels. Holcomb & 
Hoke Mig. Co., 1545 
Van Buren In- 
dianapolis, Ind. 


803. Label 

New “Slim-System” olf 
labeling medical cyl- 
inders offers complete 
label visibility (no 
wrap-around with 
concealed portion) 
and bigger lettering. 
The eight new labels 
are applied by pres- 
sure - sensitive adhe- 
sive. National Cylin- 
der Gas Division, 
Chemetron Corp., 
Chicago, I]. 
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804. Pillow speaker 


New pillow speaker controls radio, TV, 
and originates nurse call. One of three 
buttons turns on, selects and tunes in 
radio, the second does the same with the 
TV set, by remote control. ‘The third 
button, different in color, and slightly 
recessed to avoid accidental operation, 
is used for signalling only — to alert the 
nurse that the patient wants to talk to 
her. Actual conversations are conducted 
entirely over the patient's bedside inter- 
com system. Executone, Inc., 415 Lexing- 
ton Ave., New York 17, N. Y. 


805. pH meter 


New instrument delivers precision ust- 
ally found only in high-priced meters, 
according to manufacturer, and also 
offers an extended range, utilizing large, 
clear, duplex scales covering ') to 10:0 
pH and 4.0 to 14.0 pH. Accepts all 
modern pH electrodes. Housed in clean, 
compact case, with high resistance t 
shock, acids and stains. Coleman Instru- 
ments, 42 Madison St., Maywood, Ill. 
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806. 50-star flag 

New 50-star version of the American flag 
is available in material suited for out- 
door and indoor conditions. Of durable, 
waterproof vinyl, the flag is 54 inches 
long. Guarantecd against fading, chip- 
ping or pecling; can be cleaned with a 
damp cloth. Three rustproof eyelets per- 
mit it to be used as flag or banner. 
Elliott Flags, 119 Ridge St., Elyria, O. 


807. Food waste disposer 


New Model FW-500 disposer, designed 
lor centralized institution kitchens, is a 
free-standing unit featuring four-stage 
cutting action which will dispose of all 
vegetable trimmings, food wastes and 
reuse without danger of jamming or 
damaging the machine. New dual-injec- 
tion water distribution system uses half 
the water to liquily food wastes during 
the grinding system operation, and di- 
rects the other half of the water into the 
Waste chamber surrounding the cutter 
bowl. Seli-feeding, the machine requires 
only a touch to the neoprene curtain to 
allow accumulated trimmings to drop 
onto throat of the grinder. Operating at 
all times under full load conditions, can- 
not be overloaded and stalled. Available 
with manual or magnetic switch. Hobart 
Manufacturing Company, Troy, O. 
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808. Wrench 

New Fits-All faucet 
seat wrench is” en- 
gineered for fast, easy 
removal and_ installa- 
tion of replaceable 
faucet seats. Fits both 
hex and square sock- 
et. Schaul Mfg. Co., 
6300 Ronald Ave., 
Cleveland 27, O. 


809. Nameplate 
New compact ma- 
chine for stamping in- 
dividual letters and 
numbers on all types 
of identification 
plates and tags; also 


makes nameplate 
badges for personnel, 
markings on_ keys, 
toolroom tags, storage 
tags. Identification 
Systems Co., 246 Fifth 
Ave., New York, N. Y. 


810. Chart 

New wall chart of 
conversion factors in- 
cludes common. con- 
versions such = as 
inches to centimeters 
or watts to H. P., as 
well as many conver- 
sions difficult to lo- 
cate in reference man- 
uals, such as atmos- 
pheres to Kgs./sq. 
cm., Cm/sec. to 
miles/hr., cu. ft. to 
liters, microns to 
meters, quintal to lbs. 
Free. Precision Equip- 
ment Co., 4411) E. 
Ravenswood. Ave., 
Chicago 40, IIL. 


811. Tissuemat knife 

New knife, plugged in and switched on, 
heats blade to 171° C, then affords con- 
tinous 82°C for sectioning. Heating ele- 
ment is contained in the blade, which is 
a beryllium-copper casting, selected be- 
cause it offers extreme durability, good 
heat conductivity, excellent heat capaci- 
ty. For all tissue operations, knile is easy 
to wield, with sure grip, and a cool grip 
due to combination of Formica heat- 
shield and aluminum nameplate divided 
by ceramic washers, providing thermal 
insulation and preventing any melted 
Tissuemat from dripping on to handle. 
Shield also serves as knife stand, allowing 
knife to rest on table top safely, with 
blade facing to one side. Fisher Scien- 
tific Co., 717 Forbes St., Pittsburgh 19, 
Pa. 


812. Cluster lights 


New die-cast aluminum decorative out- 
door cluster lights are designed for wide 
area floodlighting. Three contemporary 
styles in wide color range, including 
new satin, copper and brass epoxy metal- 
lic finishes virtually unaffected by cold, 
heat, salt spray, corrosives and weather- 
ing. Accommodate up to 300-watt reflec- 
tor lamps. StonCo Products Co., 333 
Monroe Ave., Kenilworth, N. J. 
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TYPE (Fi DETERGENT METER 


813. Detergent meter 


New Almo ‘TAB 500 is said to be faster 
and more accurate than previous meters, 
and offers simple, reliable monitoring 
system for controlling solution strength. 
Five-fold better response and improved 
readability are achieved through use of 
a new scale-multiplier system. Almo Lab- 
oratories Co., Inc., 424 Madison Ave., 
New York 14, N. Y. 


814. 


Induction pump 


H. R. Flow Inducer utilizes a flexible 
hose on a multi-curved track to move 
liquids, slurries, emulsions, gases, creams, 
dried powder, other materials, passing 
them entirely through hose without 
touching any metal parts. Pump is vari- 
able within a few cc. per minute to near- 
ly 500 gallons per hour. Steplessly vari- 
able motor up to 200 r. p. m.; accommo- 
dates hose up to 1”; reversible switch 
permits flow in either direction. Self- 
priming even when run dry; all self-lub- 
ricating parts. Can be used to generate 
and hold considerable vacuum; contains 
no glands or return valves; acts as oil- 
free compressor. Completely sterilizable. 
Delivery per revolution virtually con- 
stant; can be used for dosing or metering. 
Fluids not subject to sheer. Adaptable to 
almost any application in laboratory and 
clinic. Schueler & Company, 75 Cliff St., 
New York 38, N. Y. 


815. Runner 


Heavy-duty blades of 
“Vv” rib design flex 
just enough to scrape 
dirt and grime off 
shoes. Dirt falls be- 
tween ribs, where it 
can be easily cleaned 
out. Anti-slip surface. 
The 4” live rubber 
Shad -O- Rug and 
Cross-Rib runner 
come in black and 
white and colors. 
Wear Proof Mat Co., 
Chicago, Il. 


816. Disinfectant 


New, highly concen- 
trated disinfectant, 
detergent, deodorizer 
and descaler has abili- 
ty to kill many types 
of communicable dis- 
ease bacteria even at 
a dilution of one part 
to 500 parts of water. 
Non-toxic, non-flam- 
mable, non-corrosive, 
will not harm hands. 
Leaves offensive 
odors or stains; can 
be added to the final 
rinse in washing of 
linens or clothing for 
complete sterilization. 
Also recommended as 
fungicidal against 
athlete’s foot. Hysan 
Products, Chicago, Ill. 
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817. Diapulse 

New bio-electrical approach to the treat- 
ment of the whole patient is technic for 
stimulating tissue responses by the appli- 
cation of electrical energy at a frequency 
of 27.12 megacycles in the form of an 
intermittent stream of pulses. ‘These are 
timed to permit any heat induced to dis- 
sipate before the next pulse is applied. 
With this method, it is possible to util 
ize an intensity which has a maximum 
peak of more than 1,000 watts of in- 
stantaneous output energy without sig- 
nificantly raising body temperature, thus 
eliminating dangers inherent in such a 
rise. Diapulse Manufacturing Corp. of 
America, 350 Fifth Ave., New York 1, 
N. Y. 


818. Mouth hygiene tray 


Proper mouth hygiene without danger 
of cross infection, is facilitated by new 
tray, developed for patients unable to 
cleanse their own teeth and gums. Unit 
includes tip-proof Plexiglas base with 


labelled, replaceable 10-dram plastic 
vials, with covers, for mouth wash and 
saline solution, plus 10-dram plastic con- 
tainer for cotton-tipped applicators. 
Vials may be chemically sterilized for 
reuse. Tray is 7x214x 3”. Meinecke & 
Co., Inc., 995 Varick St., New York 14, 
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Culture plate with heavy staphylococcal 
growth. Zone of complete inhibition 
produced by placing Zephiran im- 
pregnated paper letter “Z” on plate. 


(BRAND OF REFINED BENZALKONIUM CHLORIDE) 


kills resistant STAPHylococci in seconds 


(| Juthoop LABORATORIES / New York 18, N. Y. 
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819. Scope dolly 


Portable model 3295D dolly will 
accommodate all popular type lab- 
oratory oscilloscopes. For easy 
viewing, supporting top is tilted to 
20° angle; louvres and small re- 
taining angles provide maximum 
air circulation. Bail-bearing casters, 
5” rubber-tired wheels. Three 
power outlets and one power in- 
put. Storage area for spare pre- 
amps; pull-out drawer and storage 
pan. Retaining bar prevents scope 
from tlting or falling, yet permits 
easy removal for servicing. Size: 17” 
wide x 23” long: constructed in 
steel with grey baked enamel finish. 
PBR Manufacturing Co., 863° E. 
Luzerne St., Philadelphia 21, Pa. 


820. Fluorescence 
illuminator 

New illuminator for fluorescence 
microscopy can be used with almost 
any microscope. Light source is a 
200-watt mercury arc lamp; illumi- 
nation can be finger-tip controlled 
by centering device, quartz col- 
lector and iris diaphragm. Two 
revolving turrets accommodate all 
filter needed. William J. Hacker & 
Co., Inc., P.O. Box 646, West Cald- 
well, N. J. 


821. Magnifying lamp 
New magnifying lamp is addition 
to Swing-O-Lite line of lamps for 
professional uses. Combines a 5” 
diameter magnifying glass with a 
shadow - free 22-watt fluorescent 
light; built-in dual electric outlet 
mounted on base is optional. Cus- 
tom-engineered arm with 45” reach 
gives 360° on-the-spot positioning; 
special adjustment knobs insure 
proper tension and steadiness in 
desired position. Several style bases, 
colors. Swing-O-Lite, 13 Moonachie 
Rd., Hackensack, N. J. 


822. Biological specimens 


New convenience and economy are 
provided by packaging innovation. 
Plastic bag in corrugated box re- 
places traditional heavy 5-gal. pail 
for company’s shipments of Bico 
specimens, which include frogs, 
crayfish, fish, clams, fetal pigs, rats, 
and others. Tear-tape for easy 
opening contributes to neat, quick 
handling. Filled carton weighs only 
20 pounds, as against filled pail’s 
40 pounds, with resultant savings 
in shipping costs. Stone Container 
Corp., 4200 W. 42nd Place, Chicago 
32, and National Biological Supply 
Co., 230 W. Superior St., Chicago 
10, Il. 
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823. Partition 
Soundguard is fabric-covered fold: 
ing partition that separates both 
space and sound effectively via bet- 
ter insulation within the partition 
itself and complete perimeter seal- 
ing. Supported vinyl fabric cover- 
ing presents a smoothly draped 
apearance; strong steel framework 
and trolley design assure years of 
service. Holcomb & Hoke Mfg. Co, 
1545 Van Buren St., Indianapolis 
17, Ind. 


824. Belt sander 


Vacuum dust pickup attachment ol 
Model 445 Skil 4” Belt Sander 
is said to be 90°, efficient when 
sanding resins, lead or wood, allow: 
ing sanding and painting in the 
same general area. Belts reportedly 
sand faster and last longer because 
clogging is minimized. Contour 
sanding is easier, better, because ol 
exclusive soft sponge rubber pat. 
Full 4” belt has 20°; more sanding 
surface than ordinary 5” dustless 
sanders, yet model weighs 20% less 
Design allows flush sanding up © 
vertical surfaces. Gearless transmis 
sion never needs lubricating. Skil 
Corporation, 5033 Elston Ave., Chi- 
cago 30, Ill. 
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PICS 


IT 


ON EVERY 
PRO-TEX-MOR 

STERILIZER 
BAG 


ALL-PyRpass 


PRO-TEX-MOR DISPOSABLE MEDICAL PRODUCTS 


Single and “Duet’’ Syringe Steri- 
lizer Bags © Catheter Sterilizer 
All-Purpose Sterilizer Bags 
Glassine Sterilizer Bags * Pro- 
Tex-Wrap Sterilizer Paper ¢ Puro- 
Cap Nipple Covers * Disposable 
Urinal Covers and Bed Pan Covers 
Waste Can Liners * Examination 
Table Sheeting ¢ Examination 
Gowns « X-Ray Film Storage 
Envelopes * Vinyl Mattress and 
Pillow Covers * Disposable Plastic 
Pillow Covers 


Proven, effective, accurate 
and convenient. Indicator 


Mark changes from pink 1 Catheter Bag 

to brown only under proper 
sterilization. Bags are made 

of wet strength paper with poy 
waterproof seams to resist (Shown with individual 
sterilization temperatures. wallets for sterilizing 
(Bags also available without gloves) 


Sterilizer Indicator Mark.) 6 Needle Bag 


Write for samples and catalog 


SOLD EXCLUSIVELY THROUGH HOSPITAL AND SURGICAL SUPPLY DEALERS 


JUNE, 1960 
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825. Emergency cart 

Heart Monitor Emergency Cart, when properly out- 
fitted, can be a mobile center offering immediate and 
complete assistance. Makes available to attending 
physician every measure necessary to meet the emer- 
gency. In addition to accommodating all types of 
electronic instruments for monitoring, resuscitating, 
and defibrillating, cart can carry all drugs, packs, 
tubes and medicines. Eliminates installing or tying 
down equipment to one area of the hospital, making 
instrumentation available throughout hospital. Stain- 
less steel over 5’ high and 24%’ wide. Collapsible 
shelves on either side to increase flat surface area. 
Mounted on rubber wheels for easy movement; lock in 
stationary position. Recessed shelf for EKG machine; 
electrical outlets for instruments. Cart accommodates 
instruments of other manufacturers. Physio-Control 
Corporation, 4719 Brooklyn Ave., Seattle 5, Wash. 


826. Display case 

New display cases in sapphire blue, golden mist, and 
ebony black with complementary color trim are avail- 
able in addition to standard steel models. Enamel 
clutch bonded to stainless steel shell and baked elimi- 
nates rusting. In counter-type self-contained refrig- 
erated models, self-contained heated models, remote 
refrigerated and deluxe models. Lern Manulacturing 
Co., 1445 W. Hubbard, Chicago 22, Il. 


827. Alarm equipment 


Ground detector alarm equipment consists of Type 
GDA resistor type ground detector, and Type GDP 
indicator and alarm unit. Ground contact indicator 
will respond when any conductor of the system be- 
comes grounded through a resistance or a capacitive 
reactance of any value up to 60,000 ohms. Green 
signal lamp remains lighted while system is isolated 
from ground; red signal and audible alarm are ener- 
gized when indicator responds to leakage current. 
Crouse-Hinds Co., Syracuse 1, N. Y. 


828. Furniture group 


New modular units added to Viscount 
series includes reception seating group 
consisting of a 24” square modular 
table and planter, either unit adapt 
ing to outside corner installation. 
This reverse corner arrangement was 
not possible with previous corner 
units. New accessories include wall- 
saver leg attachments for chairs, otto 
mans, planters and tables. Also avail 
able are new optional center and end 
arms for in-row chair installations. 
Wide choice of colors and materials. 
Royal Metal Manufacturing C0» 
1 Park Ave., New York 16, N. Y. 
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still... 
best 
from any 
angle, 


functionally 
perfect 


Flex-Straw 
Tubes 


Precision corrugation ...unlimited flexibility assures patient comfort with minimum staff attendance. Single Sanitary 
Service. Use in hot liquids; hygienically treated with 190° micro-crystalline wax. There’s a money saving angle too! 


New Lower Prices permit use in all wards. We'll be delighted to send a generous sample package. 


FLEX-STRAW 


. Flex-Straw Co., Int'l., Box 431, Santa Monica, Calif. 
Canada: Ingram & Bell, Ltd., Toronto, Montreal, 
CONTACT YOUR DISTRIBUTOR FOR NEW LOWER PRICES Winnipeg, Calgary, Vancouver 
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In pepti ¥ ul er . chymotrypsin (Chymar) 
offers a new approach to 
the treatment of peptic ulcer.” 
All symptoms disappeared and 
complete healing occurred in 49 out of 
fs 54 cases where Chymar was used 
together with other agents and in 21 
out of 24 cases in which Chymar 
was used alone.! 


acts as a remarkable anti- 
inflammatory agent.’’ 


in wounds 


at? “The speed of the reduction in 
‘ swelling and bruising in this type of 
injury was most marked.’ 


Ra, 


CHYM | R the superior anti-inflammatory enzyme 


Buccal « Aqueous « Oil 
controls inflammation, 
swelling and pain 


CHYMAR Buccal—Crystallized 
chymotrypsin in a tablet formulated 
for buccal absorption. Bottles of 


24 tablets. Enzymatic activity 
‘ 10,000 Armour Units per tablet. 


x CHYMAR Aqueous—Solution of 
if? crystallized chymotrypsin in sodium 
chloride injection for intramuscular 
use. Vials of 5 cc. Enzymatic activity, 
5000 Armour Units per tablet. 


CHYMAR~— Suspension of 
crystallized chymotrypsin in oil for 


intramuscular injection. Vials of 5 ce. 


- the 
systemic route 
lo faster healing 


Enzymatic activity, 5000 Armour 
Units per cc. 


1. Mozan, A. A.: Postgrad. Med. 


y 26 :542, 1960. 2. Fullgrabe, E. A.: Ann. New 

at any York Acad. Sc. 68:192, 1957. 

° 3. Moore, T.T.: Brit. J. Plast. 
location 


Surg. 11 :335, 1959 


ARMOUR PHARMACEUTICAL COMPANY ¢*® KANKAKEE, ILLINOIS 


Armour Means Protection Pe 
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FILMS, NEW LITERATURE 


851. Laboratory Apparatus 
Sixteen-page Apparatus Review 1] 
features new line of Leybold labo. 
ratory size high vacuum pumps 
with gas ballast device that pre- 
vents vapor condensation. Items 
include new model Temp-unit for 
water baths; microliter syringes 
shielded against gamma or beta 
rays; Multimantles in larger sizes; 
low temperature cabinets and baths; 
radiant-heat, waterless incubator: 
larger capacity Torsion dial bal- 
ance; conedriver with more power- 
ful motor; glassware with Teflon 
stopcock plugs; ultrasonic cleaners; 
plastic stacking shelves and bins; a 
micro sample splitter. Arthur §. 
LaPine & Co., 6001 S. Knox Ave, 
Chicago 29, Il. 


852. Blood pH Assembly 

New specification sheet describes 
the Micro Blood pH Assembly, a 
complete electrode and _ sample 
chamber assembly for pH measure- 
ment of blood or other body fluid. 
Unit will measure extremely small 
samples, the chamber requiring no 
more than .25 to .5 ml of a sample 
for satisfactory pH readings. Beck- 
man Scientific and Process Instru- 
ment Division, Fullerton, Calif. 


853. Folding Partitions 


1960 Soundguard catalog describes 
folding partition that separates 
both space and sound effectively, 
provides greater sound isolation be- 
cause of denser insulation and com- 
plete perimeter sealing which pre- 
vents sounds from passing around 
jambs and operating edges. Board 
panels are flame treated, laminated 
to a vinyl flexible membrane. Easy- 
operating trolley and track design. 
Holcomb & Hoke Mfg. Co., 1545 
Van Buren St., Indianapolis 7, Ind. 


POSITIONS OPEN 


LABORATORY TECHNICIAN: 
Beautiful new hospital located in progressive 
and interesting city, in smog-free resort area. 
One hour drive from Los Angeles. Laboratory 
under direction of full-time pathologist. Begin 
ning salary $550 per month, plus very libera 
fringe benefits. Write administrator—Antelope 
Valley Hospital, Lancaster, California. 
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T 9 ‘bw is no margin for error in today’s 
ere S rigid aseptic techniques. Sterility of surgical 
supplies cannot be quantitative nor qualitative. 


no sub stitute It IS and must be absolute. . . for every item 


in every load, every day. 


for the Thus each step-saving, time-saving feature of 


the Amsco Square Dressing Sterilizer is first and 


DEPE | \ D ABILIT finally prrenpaBLe. The single multiport valve of the 


« Cyclomatic Control is a marvel of rugged simplicity. 


of an American Ri : It is so easy to operate that the most unskilled attendant 
Square Dressing Sterilizer .” quickly understands it. It is so positive that the most 


. conscientious operator never doubts it. It saves time for 


with Cyclomatic Control Fg other useful work and it saves worry. 

j There is dependability, too, in the eye-level convenience 
. of the unitized control panel; in the greater load capacity 

, of the square chamber; in the welded, nickel clad and monel 


. construction and in a hundred hidden details. 


: That is why ... across the country or around the world 


. ». Amsco Square Dressing Sterilizers are the standard of 


dependability. And in this vital process, there IS no 


substitute for dependability. 


AMERICAN 


STERILIZER 


ERIE*PENNSYLVANSA 


World’s largest Designer and Manufacturer of 
Sterilizers, Surgical Tables, Lights and 
related technical equipment. 
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First and foremost 
in disposable 
plastic labware 


All laboratories are faced with the problem of having 
suitable containers for the many and varied types of 
material which must be stored and transported. Con- 
tainers niust be sterile, strong, and economical; some 
must be unbreakable; some heat and cold resistant; 
some flexible; some impervious to certain chemicals. 

FALcon piastics has developed a family of prod- 
ucts designed to provide convenient, time-saving 
receptacles for most of the substances used in labora- 
tory and field procedures. Each FALCon <ontainer has 
@ versitility which will suggest many uses in your 
own specific field of operation. 


+ 


Aa RP 


FALCON PLASTICS COR °ANY 
5508 West 83rd Street, Los Angeles 45, California 


A Dwision of Becton, Dickinson and Company 


Send for FALCON 
Catalog F for 
information and prices 


Above: Bruce L. Wilkinson, representative of Physicians and Hospitals 
Supply Co., shows new Komfort Kit to Naomi A. Gibbs (I.}, x-ray 
technician, and Ruth Tessman, medical technician, both of Highland 
Park (Jll.) Hospital. Kit, for hospital-bound patients, contains comb, 
toothbrush, mouth wash, lotion and tissues in cardboard carrying case. 
C-860. C-861. 


Robert P. Klein 


Above: Michael D. Melody (I.), personnel and purchasing director, and 
(r.), engineer, both of St. Joseph Mercy Hospital, 
Aurora, Ill., learn about Clean-O-Lite from Robert C. McPherson, rep- 
resentative of Hillyard Chemical Co. Detergent sanitizes and disinfects 
floors, walls, woodwork and furniture, as well as conductive flooring. 


TOPICS Camera-Shops Exhibits 


at the Spring Conventions 


Below: New stainless steel isolation cart, introduced by Debs Hospital Supplies, Inc., at 
the Western meeting, is displayed here by Sy Fein (|.) for Fred W. Trader, administrator, 
Scripps Memorial Hospital, La Jolla, Calif. Mr. Fein demonstrates use of step-on can for 
depositing disposable items. Contaminated linen is placed in a hamper designated for it 
in the patient’s room (hamper is shown in background at left). Cart has storage space 
on top level for clean gowns, one canister for caps and one for masks, and basin 
holding disinfectant for handwashing. Paper-towel dispenser is affixed to side of cart. 
C-862. 


At right: Disposable water carafe is shown by Ray Gross, 
A. S. Aloe Co., to Alice E. Zelski, administrator and anes- 
thetist, Paulsen Medical and Dental Building Hospital, 
Spokane, Wash. Tap water is inserted to the halfway mark 
on the cardboard carton. The water is then frozen. At the 
time the container is given to the patient, enough tap 
water is added to fill it. C-863. 


JUNE, 1960 


Spring brings new things in many 
areas, including that of better pa- 
tient care through new and improved 
products. 

Pictures on these pages are the 
results of the continued research 
and ingenuity shown by manufac- 
turers exhibiting at the Association 
of Western Hospitals’ Los Angeles 
convention, April 25-28, and the 
Tri-State Hospital Assembly’s Chi- 
cago meeting, May 2-4. 
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All Four Benefit 
& From the Finest Equipment 


¢ 


Modern, safe, dependable Gomco equipment 
helps ease the tasks of the physicians and nurses 
who minister to the patient’s needs. The feeling 
of added security enjoyed by the patient inspires 
favorable opinion, which in turn enhances the 
hospital’s reputation. 


Such is the case with the Gomco No. 799 Mo- 
bile Aspirator. Ideal for hospital floor use, this 
powerful unit is easy to move about, simple to 
operate and maintain. Controls are conveniently 
located at the top of the unit. The regulator valve 
controls the exact degree of suction required, 
from 0” to 25” of mercury. Quiet, vibration-free 
operation leaves the patient undisturbed and re- 
laxed. Gomco Aerovent® overflow protection — 
automatically prevents flooding of the suction 
bottle, thus protecting the pump from damage. 


Yes, patients, physicians, nurses, hospitals —all 
four benefit from the fine performance of equip- 
ment like the Gomco No. 799 Mobile Aspirator. 
Phone your Gomco dealer — he'll be glad to dem- 
onstrate the superior features of this and all the 
other quality units in the complete Gomco line. 


GOMCO SURGICAL MANUFACTURING CORP. 


828-H E. Ferry St., Buffalo 11, N. Y. 
Smooth-rolling, rubber-tired 
casters and ient handl vi 
No. 799 Mobile Aspirator. NERAL E 
150 East 42nd Street, New York 17, N.Y. 
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Above: Irene Harvey, R.N., nurse consultant for Ipco Hospital Supply 
Corp., demonstrates the disposable Lap-Pack made with Scott Dura- 
Weve to Morris Beederman, of North Suburban Clinics, Skokie, Ill. 
Pack provides one complete O.R. unit, either ready for sterilization or 
already sterilized, containing all necessary materials at a lower cost 
than linen. C-864. 


All Photos by 
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Above: Sylvia Johnson, director of nursing, Suburban Cook County TB 
Sanitorium, Hinsdale, Ill., examines a Curity suture packet being de- 
scribed for her by Earl L. Williams, representative of Bauer G Black. 
The packet of medium chromic sterile catgut eliminates cut hands or 
gloves, cut strands, shattered glass. Sterilized in formaldehyde. C-865. 


Left: Paul McGlothing, of Abbott Laboratories, explains the Surgical 
Venopak to Bernice King, secretary to the board, DeKalb County (lIll.) 
Sanitorium. Specially adapted for use during surgery, the equipment 
differs from the Venopak only in having a 76” tubing with two “Y” 
injection sites in addition to the gum rubber insert. C-866. 


Above: Evelyn M. Ritchie (1.), medical supervisor, 
and Joyce E. Mudgett (r.), OB supervisor, both of 
Victory Memorial Hospital, Waukegan, Ill., are 
interested in the workings of the Bunn Baby’s 
Haven incubator being described for them by Ed- 
ward H. Thornburg, of Ar-Kay, Inc. C-867. 


Left: Ray O'Reilly, of Colson Corp., leans down to 
show ease of adjustment of the new comfort and 
safety feature available on all Colson DeLuxe 
Folding Wheel Chairs to Lois M. Horton, director 
of nurses, Bethesda Hospital, Chicago. The tele- 
scopic and adjustable leg rest makes chair as 
comfortable for the six-foot user as for the five- 
foot; anti-tipper makes it safe for all users. 
C-868. 
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Above: Tip Walker, of DePuy Manufacturing Co., Inc., plays the role 
of patient to demonstrate the new featherweight traction frame for 
Frances Dare, emergency room supervisor, St. Mary’s Hospital, Decatur, 
Ill. Designed to fit any make or model of variable height bed, frame 
can be set up in seconds, without clamps, by one nurse. C-869. 


Above: Harry Lewis, of Jane Bryant Nursing Home, points out features 
of the new Jane Bryant Safety Check Blanket to Veronica Janus, execy- 
tive director, Central Agency for Chronically Ill, Milwaukee, Wis, 
Blanket, for controlling confused, excitable or violent patients, has 
zipper to facilitate nursing care, openings for arms, adequate ventilation, 
C-870. 


Left: Alan Fisher, of Zimmer 
Manufacturing Co., shows a strip 
of Fas-Trac to Antoinette Lo- 
Coco, acting medical librarian, 
Walther Memorial Hospital, Chi- 
cago. Self-adhering traction 
strip, nonallergic, comes in adult, 
junior and infant sizes. C-871. 


Right: Mott D. Brown (I.), of 
Huntington Laboratories, de- 
scribes new self-shining floor 
polish to E. J. Lincke, adminis- 
trator, Monmouth (Ill.) Hospital. 
Non-slippery, wax-free polish is 


Below: K. H. Teeter, of Porto-Lift Manufacturing Co., demonstrates the 
company’s 300-Ib. capacity scale to Esther Eaton, assistant director of 
nurses, University of Chicago Clinics. The scale, an accessory of the 
Porto-Lift, eliminates the strain and discomfort of patient lifting, mov- 
ing and weighing. C-873. 


recommended for 


and vinyl floors. C-872. 


light-colored 


Below: James H. Westfall (1.), president of National Hospitals, Inc., 
checks Sunbeam Light Co.’s patient lamp with Harold Thompson, of 
Sunbeam. Also shown in the National Hospitals exhibit were other 
products used by the pany in its pital plan, including the inter- 
com by Executone, Inc., sterilizers by American Sterilizer, and labora- 
tory furniture by Hamilton Mfg. Co. C-874. 
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TRI-STATE 
(Continued from page 100) 


savings were $4,000 per year per production team. 
When a work simplification team was given a specific 
goal, savings leaped to $7,000 per year per team. 

The Illinois Hospital Association committee sought 
training assistance from the industrial engineering 
department of Bradley University where, in a week’s 
session, people from hospitals throughout the state 
were trained in basic methods. Later, eight hospitals 
throughout the state were invited to select two per- 
sons each to attend a 16-week course at Bradley. The 
cost was underwritten by the Forest Park Foundation 
of Peoria, Ill. The representatives met once a week 
for methods-improvement training. Projects are now 
under way in the eight hospitals. 


Some professional help must follow through and 
work with hospitals alter the initial training of per- 
sonnel. A major task is to acquire acceptance of en- 
visioned results from all employees. — Francis C. Mer- 
gen, head, industrial engineering department, Bradley 
University, Peoria, III. 


Specific Results Sought 


Introducing Methods Improvement 
In a 130-Bed Hospital 


Proctor Community Hospital, Peoria, Ill., discovered 
in its first year of operation that it had unique inefh- 
ciencies to solve, and employed methods-improvement 
technics to help its staff resolve difficulties creatively. 


A team of two, the chief dietitian and the hospital 
engineer, had informally implemented a work-sim- 
plification program on their own. After providing 
them with a 32-hour course with an industrial engi- 
neer, the hospital used them to head a methods-im- 
provement program in the hospital. 

Over a one-year period, they tested food trucks for 
dietary service. The engineer did the testing; the 
dietary department used the trucks. They made their 
own purchasing decisions, learned to use the trucks 
efficiently, and involved many employees in the project. 


As other problems arose in the hospital, methods 
improvement was brought into play. The administra- 
tor made a 14-minute film of one problem that was 
permanently solved, which won the National Associa- 
tion of Industrial Engineers 1959 film award. The 
problem: two registered nurses were required to make 
one major surgical pack because of inadequate stor- 
age space at the work area. The methods-improvement 
team made a flow-process chart of work effort and time 
volved and came up with a productivity increase 
of 300 percent by changing personnel to a single 
nurse's aide and designing a new work table containing 
up-out bins for quick access to items. 


These examples of the specific solutions methods 
improvement can provide, though undramatic in 
themselves, typily the type of progress hospitals must 
make in this era of increasing costs. — Leonard P. 


Goudy, administrator, Proctor Community Hospital, 
Peoria, Ill. 
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The special indicator inks used in 
“SCOTCH” BRAND Hospital AutoclaveTape 
cannot be accidentally activated by sunlight, 
radiator heat or a dry air pocket in a faulty 
autoclave. Oniy correct levels of heat and 
moisture found in your autoclave can make 
these unmistakable diagonal markings appear! 


The distinctive markings on ‘SCOTCH’’ BRAND 
Autoclave Tape can be seen across the room. You 
can tell at a glance that your pack has been through 
the autoclave. ‘SCOTCH"’ BRAND sticks at a touch to 
paper or linen packs. Seals securely, surely. Peels off 
clean without leaving sticky residue. And you can 
write on it. 


Nothing on the outside of a bundle, of course, can guarantee sterility of the contents. 


For further information use postcard opposite page 128. 


WHERE RESEARCH IS THE KEY TO TOMORROW 


HOSPITAL TOPICS 


TI 


Sha’ 
Nev 
Shan 
ed i 
Shan 


} 
The only thing that can change 
/ 
M 
al 
c 
Li TAPS, NO. 222 
y, 
126 


TRADE TOPICS... 


Shampaine Announces 
New Member Company 


Shampaine Industries, Inc. has add- 
ed its twelfth member company: 
Shampaine Scientific Company. 
The new subsid- 
iary will market 
laboratory and 
scientific equip- 
ment for indus- 
trial, health, 
governmental, 
and educational 
institutions. 

Steve John- 
son, formerly 
sales executive for Shampaine In- 
dustries, has been appointed presi- 
dent of the new company. 


Products in the Shampaine Sci- 
entific line will be manufactured 
by two factories, one in St. Louis, 
Mo., and the other in Roselle, 
N. J., where the company’s head- 
quarters will be located. 


In another an- 
nouncement, 
Charles J. Mc- 
Collum has been 
appointed _pres- 
ident and gen- 
eral manager of 
Shampaine Com- 
pany, another 

member com- 
pany of Shampaine Industries. Mr. 
McCollum, formerly vice-president 
and production manager, will suc- 


ceed Anthony J. Zoeller, who has 
resigned. 


Theodore B. 
Catlin, Jr. has 
been appointed 
vice-president in 
charge of manu- 
facturing,a 
newly - created 
post. He will ad- 
vise Shampaine 
divisions regard- 
§ Manufacturing problems. 
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American Hospital Supply 
Names Nine Managers 
American Hospital Supply Corpo- 
ration has named nine managers 
of sales and distribution centers to 
the positions of divisional vice- 
president. 

The hospital supply division 
v-p’s are: J. Wendell Grain, New 
York area manager; James S. Ken- 
nedy, Jr., Washington regional 
manager; Gordon Hall, Chicago 
regional manager; Paul D. Scheele, 
Kansas City regional manager; 
John L. Koonce, San Francisco re- 
gional manager; and Lyman S. 
McKean, Columbus, O., regional 
manager. 


The scientific products division 
v-p’s are: John L. Bilangi, New 
York area manager; Arthur H. 
Gilster, Chicago regional manager; 
and William L. Sprayberry, Jr., 
Atlanta area manager. 

Mr. Crain will join Hospital 
Supply’s general staff in Evanston, 
Ill., to be succeeded as New York 
area manager by Mr. Kennedy. He 
in turn, will be succeeded by 
George H. Olsen, Jr., formerly 
assistant to the division president 
and a corporate vice-president. 


Coleman Instruments 
Appoints Five 


Coleman Instruments has an- 
nounced five new appointments: 
Joseph C. Elkins has been named 
southwestern regional sales man- 
ager; George C. Lord is the new 
northeastern regional sales man- 
ager; and O. E. Davidson has been 
made southeastern sales manager. 


Coleman’s new chief engineer is 
Rame Bull. He was formerly su- 
pervisor of electronic instrumenta- 
tion at Armour Researth Founda- 
tion, Chicago. Lewis Malter will 
be in charge of all chemical activi- 
ties for Coleman as their chief 
chemist. 


New Sales Managers 

For American Cyanamid 
The surgical products division, 
American Cyanamid Co., has an- 
nounced the following changes in 
its field sales force. Walter C. Allen, 
Jr., has been appointed manager 
of the New England region; Wil- 
liam Lee Clark of the mid-Atlantic 
region; George C. Ashoff of the 
West Coast region, and E. L. Ham- 
ilton of the South Central region. 


A new southeast sales region 
established by Lederle Laboratories 
Division, American Cyanamid, be- 
came operational in January. James 
W. Skinner has been named man- 
ager of the region. 


New Distributors For 
Vinyl Plastics, Inc. 
The W. L. Smith Co. has been 
named Charleston (W. Va.) dis- 
tributor for Vinyl Plastics, Inc.'s 
vinyl flooring. 

Artop Products Co, has been ap- 
pointed Dallas (Tex.) distributor. 


News Items from 
Strong Cobb Arner 


Strong Cobb Arner, Inc., will 
consolidate the operations of its 
two Canadian affiliates — the Arner 
Co., Ltd. of Fort Erie and Strong 
Cobb of Canada, Ltd. — into a sin- 
gle subsidiary at Fort Erie, Ontario. 


The new subsidiary will be 
known as Strong Cobb Arner of 
Canada, Ltd. 


Another bulletin from the com- 
pany relates that Strong Cobb 
Arner will license overseas pharma- 
ceutical firms to use its matrix 
form of sustained release tablets. 
The objective in initiating the li- 
censing agreement policy is to 
provide use of the matrix form 
without engaging in direct overseas 
competition with affiliates of its 
American customers. Patents for 
processing the matrix medicaments 
have been awarded to William E. 
Gaunt, M.D., vice-president and 
scientific director of the company. 


Two personnel changes have 
been announced by Strong Cobb 
Arner: Frank D. Eaton has been 
named plant manager of the Mur- 
ray Hill, N. J., facility, and Jack 


(Continued on next page) 
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TRADE TOPICS continued 


Schopflin, former president of E. S. 
Miller Laboratories, Inc., has been 
named SCA’s western region ac- 
count executive. 


L. Maxwell Lockie, M.D., has 
joined the company as a medical 
consultant in its research and de- 
velopment program. 


Two Executive Posts 

Filled at Abbott 

Dr. Charles S. Brown has been 
named vice-president in charge of 
production at Abbott Laboratories, 
succeeding Hugh D. Robinson, who 
has retired. Elected vice-president 
in charge of engineering was Peter 
J. Marschall, formerly manager of 
the engineering division. Harold 
D. Arneson, president and general 
manager of Abbott Export Subsid- 
iaries, has been elected to the ex- 
ecutive committee. 


Changes At Baxter's 
Morton Grove Labs 

The addition to the pharmacology 
laboratory of Baxter Laboratories, 
Inc., is scheduled for completion 
this month. It will be used for de- 
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velopment and testing of new 
drugs, under the supervision of 
Robert Gesler, M.D., director of 
pharmacology. 

Harold Schy has been appointed 
customer service manager. 


New Appointments At 
Armour Pharmaceutical 


Marshall W. Bautz, M.D., has been 
appointed manager of engineering 
for the company’s Kankakee, IIL, 
plant. 

Specialty Sales Department ap- 
pointees are Donald B. Huffman, 
field sales manager; Jack Gardner, 
H. A. Berry, Ward H. James and 
B. E. Clapp, division managers for 
Denver, Colo.; Chicago; 
Ore.: and Southern California 
areas respectively. 


NEWS BRIEFS 


Rex Chilton Wilson—has_ been 
named chief research engineer for 
Landers, Frary & Clark, New Brit- 
ain, Conn. Mr. Wilson will be 
responsible for research ad- 
vanced engineering for all products 
in the Universal line. 


W-32 Falcon Plastics Co. 120 
W-33 Flex-Straw Co. 117 
W-34 Gomco Surgical Mfg. Corp. 122 
W-35 Halliday, Thomas W. 60 
W-36  Hill-Rom Co. 109 
W-37 Hollister, Inc. 
W-38 Hollister, Inc. 108 
W-29 Hollywood Turbar. Products Co. 60 
W-40 Huntington Laboratories, Inc. 54 
W-41 Hypo Surgical Supply Corp. 99 
W-42 Joh & Joh : 91 
W-43 Kadan Co., Inc., D. A. 106 
W-44 Kastoff, Inc. 84 
W-45 Kendall Co. 94-95 
W-46 Legge and Co., Inc., Walter G. 45 
W-47 Lehn and Fink Products Corp. 2 
W-48 Lumex, Inc. 56 
W-49 McKesson & Robbins, Inc. 52 
W-50 MacBick Corp., The 82 
W-51 Meinecke & Co., Inc. 88 
W-52 Mercer Glass Works, Inc. 125 
W-53 Minnesota Mining & Mfg. Co. 126 
W-54 V. Mueller & Co. 2nd Cover 
W-55 National Cylinder Gas 10 
W-56 Orthopedic Equipment Co. 102 
W-57 Parke, Davis & Co. —— 
W-58  Porto-Lift Mfg. Co. 


Alfred A. Man- 
nino — has been 
appointed man- 
ager, hospital di- 
vision, Geigy 
Pharmaceuti- 
cals, a division 
of Geigy Chem- 
ical Corp., it was 
announced re- 
cently. 


J. A. Deknatel & Son, Inc., Queens 
Village, N. Y.— has announced the 
appointment of three new sales 
representatives: Gerald V. Loder, 
Washington, D. C., Baltimore 
area; Thomas J. Brady, Cleveland 
and Pittsburgh; and Ralph Basile, 
southern Ohio-Indiana, normhern 
Kentucky area. 
* * 
Roger E. Bessmer — has been ap. 
pointed new lighting representa- 
tive for western Missouri and 
northern Kansas by the Edwin F. 
Guth Company, St. Louis, Mo. 
* * * 

William H. Bayne — is new sales 
representative for the Aeroplast 
Corporation, Dayton, O., in Mary. 
land, Delaware, District of Colum- 
bia, and eastern Pennsylvania. 


The Advertisers’ Index will 
appear on this page every 
month. Further information 
on products listed in adver- 
tisements may be obtained 
by circling the appropriate 
number on the reply card 
on the opposite page. 


Inquiries will be accepted for three months 
following date of issue. 
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The traditionally sharper carbon steel B-P RIB- 
BACK Blades in the contemporary sterile 
packages, designed for time-saving convenience. 
Individual unopened packages are ready for auto- 
claving—if desired. 


The uniformity with which these individual, ST ee 


O a size in rust-resistant 
be opened isa further safeguard of blade sterility. wrappers. 


Ask your dealer 
(Bp) PARP COMPANY, INC. 
-p DANBURY. CONNECTICUT 
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announcing 


PHYSIOLOGIC IRRIGATING SOLUTION 


new physiologic irrigating 
solution specifically for- 
mulated for use in surgical 
procedures to maintain 
cell viability. 


In vitro studies'” employing established tissue culture tech- 
niques demonstrate that TIS-U-SOL, in contrast to so-called 
“physiologic” solutions, does not cause subtle tissue changes 
that contribute to complications following surgical intervention. 

Because TIs-U-SOL is truly physiologic it supports the metab- 
olism of mammalian cells providing a source of energy and 
inorganic ions essential for tissue survival. 


. is used in: wound irrigation® / 
surgical washing® / soaking of transplants 
(autografts and homografts)‘ /irrigation 
in fenestration procedures* / preparation 
of tissue culture nutrient media‘ / 


Also in: Daily Irrigation of Colostomies ¢ Moistening of Sponges and 
Dressings ¢ Tissue and Bone Bank Media 


References: 1. Sollmann, T.: A Manual of Pharmacology, 8th Ed., W. B. Saunders Company, Philadel- 
phia, 1957, p. 1004. 2. Hill, F.: Practical Fluid Therapy in Pediatrics, W. B. Saunders Company, 
Philadelphia, 1954, p. 104. 3. Harper, J. Y. and Pomerat, C. M.: In Vitro Observations on Behavior of 
Conjunctival and Corneal Cells in Relation to Electrolytes, American Journal of Ophthalmology 46:269- 
275, 1958. 4. Pomerat, C. M., and Overman, R. R.: Electrolytes and Piasma Expanders, |. Reaction of 
Human Cells in Perfusion Chambers With Phase Contrast Time-Lapse Cine Records, Zeitschrift fur Zell- 
forschung, Bd. 463 2-17, 1956. 5. Hild, W.: Ependymal Cells in Tissue Culture, Zeitschrift fur Zellfor- 
schung, Bd. 468 259-271, 1957. 6. Rice, C. O.: Personal Communication. 7. DeWeese, M. S., and 
Hodgson, P. E.: Personal Communication. 8. Shambaugh, G. E. Jr.: Technical Problems in Surgical 
Treatment of Otosclerosis, J. Internat. Coll. Surgeons 25:772-776 (June) 1956. 
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BOF MORTON GROVE, ILLINOIS 

Distributed and available in the 37 states east of the Rockies (except in the city of El Paso, Texas) through 
AMERICAN HOSPITAL SUPPLY CORPORATION 
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